














NOVEMBER, 1926 


International 
Abstract of Surgery 


Supplementary to 


Surgery, Gynecology and Obstetrics 


EDITORS 


FRANKLIN H. MARTIN, Chicago 
SIR BERKELEY MOYNIHAN, K.C.M.G., C.B., Leeds 
PAUL LECENE, Paris 


SUMNER L. KOCH, Abstract Editor 


DEPARTMENT EDITORS 
DEAN D. LEWIS, General Surgery ADOLPH HARTUNG, Roentgenology 
CHARLES B. REED, Gynecology and Obstetrics JAMES P. FITZGERALD, Surgery of the Eye 
LOUIS E. SCHMIDT, Genito-Urinary Surgery FRANK J. NOVAK, Jr., Surgery of the Ear, 
PHILIP LEWIN, Orthopedic Surgery Nose and Throat 
CARL A. HEDBLOM, Chest Surgery 


CONTENTS 
I. Index of Abstracts of Current Literature............ iii 
Il. Authors.............. Lp a enke. dad hk deweeeuanteeses ix 
Ill. Editor’sComment...................0.00 00 ce eee. x 
IV. _ Abstracts of Current Literature............... 361-423 
V. Bibliography of Current Literature ........... 424-446 





Editorial communications should be sent to Franklin H. Martin, Editor, 54 East Erie St., Chicago 
Editorial and Business Offices: 54 East Erie St., Chicago, Illinois, U.S. A. 
Publishers for Great Britain: Bailliere, Tindall & Cox, 8 Henrietta St., Covent Garden, London, W.C. 









































INTERNATIONAL ABSTRACT 
OF SURGERY 





NOVEMBER, 1926 





ABSTRACTS OF CURRENT LITERATURE 
SURGERY OF THE HEAD AND NECK 


HEAD 


Jenkins, G. J., Ballance, Sir C., Scott, S., Tweedie, 
A. R., and Others: Discussion on Fracture of 
the Base of the Skull: and the Ear, Nose, and 
Throat Surgeon. Proc. Roy. Soc. Med., Lond., 
1926, xix, Sect. Otol., 9. 

JeNKINs calls attention to the fact that in many 
hospitals the otorhinologist is not asked to make an 
investigation in cases of suspected fracture of the 
base of the skull in spite of the fact that such an 
examination is recognized as advisable. Before the 
routine examination of the ear and nose is made, it 
is important to know whether there has been any 
chronic sepsis in these regions. 

Bleeding from the nose in serious head injuries 
is commonly due to fracture of the base of the skull, 
but may be the result of an intrinsic injury of 
the nose. 

When there is destruction of the labyrinth, a 
lesion of the lower neuron of the seventh cranial 
nerve, severe bleeding, or a flow of cerebrospinal 
fluid from a torn tympanic membrane or from a 
wound of the meatal wall, there is little doubt that 
a fracture of the base of the skull has occurred. 

Injury of the seventh cranial nerve is common. 
It is not unusual for the paresis to increase for two 
or three days after the accident. 

There may be a fracture involving the bony 
external auditory meatus without rupture of the 
tympanic membrane or membranous meatus. In 
such cases the line of fracture may be indicated by a 
swelling. Sometimes the swollen area is discolored. 
Occasionally the bleeding is very slight and the 
break in the wall impossible to find, but usually a 
bony injury will be indicated by the swelling and 
distortion. 

In fracture involving the ear with no bleeding, 
Jenkins applies a 24% per cent solution of iodine 
into the meatus and cleans up the pinna. When the 
bleeding is profuse, he merely cleans the pinna. 
When there is no bleeding or when the haemorrhage 


has ceased, he attempts to clean the meatus. Syring- 
ing of the ear in these cases is not advisable. When 
there is a chronic suppurative middle ear disease, the 
risk is greatér, especially if there has been escape 
of cerebrospinal fluid. In such cases Jenkins estab- 
lishes free drainage in the region and sometimes 
goes through some of the stages of the radical 
mastoid operation and exposes the dura along 
the line of fracture. 

In cases in which there is no evidence of damage 
to the dura, operative procedures on the bone are 
contra-indicated as an operation may produce in- 
jury to the dura by causing movement of the frag- 
ments. 

BALLANCE states that haemorrhage from the ear 
comes from the tympanum or from the veins, 
sinuses, or surrounding arteries. He has never 
observed hamorrhage from the internal carotid 
coming out of the external auditory meatus except 
in a case of tuberculous disease of the petrous bone. 
Hemorrhage from the lateral sinus is rare and likely 
to be rapidly fatal. Hamorrhage from the middle 
meningeal artery may be very profuse and demand 
immediate surgical intervention. In cases of 
hemorrhage with concussion and loss of conscious- 
ness the best procedure is immediate decompression. 
In cases of hemorrhage from both ears, operation 
should be performed on both sides. 

The treatment of nasal injuries should be based 
upon the same principles as those observed in the 
treatment of the ear. Ballance believes it is impossi- 
ble to render the nose aseptic. 

For cases with a history of sepsis, Ballance advises 
surgery as indicated. 

In Ballance’s cases of fracture through the middle 
fossa there was total deafness with total facial 
palsy. Some of the patients recovered from the 
total deafness, but few recovered from the total 
facial palsy. 

When these fractures are seen early, the main 
object of the surgeon should be to prevent the 
occurrence of sepsis by doing a decompression and 
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to convert a compound fracture into a simple fracture 
so far as the brain and membranes are concerned. 
SHirLtEy C. Lyons, M.D. 


Gruca, A., and Meisels, E.: Asymmetry of the 
Mandible from Unilateral Hypertrophy. Ann. 
Surg., 1926, Ixxxiii, 755. 

The authors report in detail a case of asymmetry of 
the mandible and review briefly fifteen similar cases 
reported in the literature. In their own case the 
asymmetry was due to hypertrophy of the head and 
neck of the right mandible. The typical unilateral 
prognathism and the malposition of the teeth develop 
very slowly. The operative treatment employed most 
frequently is unilateral resection of the head of the 
condyloid process. This usually gives a good cos- 
metic and functional result. 

J. Frank Doucurty, M.D. 


Magaton, O.: A Case of Total Necrosis of the 
Mandible Due to Acute Infectious Osteomye- 
litis (Un caso di necrosi totale della mandibola da 
osteomielite acuta infettiva). Amn. ital. di chir., 
1926, v, 158. 

Almost all of the cases of total necrosis of the 
mandible that have been reported to date have been 
due to phosphorus poisoning. Very few were caused 
by acute infectious osteomyelitis. A case of the 
latter type is reported in this article. The patient 
was a girl ro years old who had a negative personal 
and family history. On October 14, 1921, she began 
to have pain in the third lower molar on the left 
side. This soon became so intense that it prevented 
eating and sleeping. The jaw on the left side became 
red and swollen. The swelling extended first to the 
suprahyoid region of the left side, then to that on the 
opposite side, and finally to the right cheek. Foetid 
pus was discharged from the mouth. 

On October 21, the patient was admitted to the 
hospital with a temperature of 38.8 degrees C. and 
suffering with headache and intense pain. The pain 
was felt throughout the mandible, but was par- 
ticularly intense at the angle and along the ascending 
ramus on the left side. The patient’s face and neck 
were enormously swollen, and there was marked 
fluctuation in the suprahyoid region. 

An incision was made at the point of greatest 
fluctuation and the pus drained. The diagnosis 
based on exploration was acute suppurative osteo- 
periostitis and probably also osteomyelitis of the 
entire mandible. 

Soon all of the teeth became brown, lost their 
lustre, and fell out. A roentgenogram showed many 
zones of rarefaction of the mandible, and at the 
periphery a zone of increased density due to the new 
formation of bone. Another roentgenogram made 


after forty days showed diffuse necrosis of the man- 
dible and the formation by the periosteum of the 
shell having the shape of the necrosed mandible. 
While the fistula from the incision had decreased, 
there were ulcers of the gums through which pus 
and fragments of bone were discharged. 
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On March 21, 1922, a large, movable sequestrum 
constituting the entire body of the mandible was 
removed. On April 24, two other sequestra which 
represented the two ascending rami of the jaw were 
removed. The suppuration then immediately 
stopped and the fistula closed. 

The patient left the hospital with her cheeks and 
suprahyoid region still swollen and with limitation 
of the movement of the temporomandibular joint. 
The newly formed mandible was abnormally large; 
the body was well defined but the ascending rami 
were still a little hazy. The bone was less opaque 
than the other bones, but was uniform in density. 
On May 17, 1924, the newly formed bone was 
greatly reduced in size and normal in outline; both 
the body and the ascending rami were completely 
developed. All movements of the joint were normal, 
and the patient had no difficulty in eating. She was 
then sent to a dentist for a set of teeth. The cosmetic 
and functional results were excellent. 

Aubrey G. Morcan, M.D. 


Pulford, D. S., and Adson, A. W.: Surgical Removal 
and Pathological Study of a Massive Squamous- 
Cell Epithelioma Associated with an Angioma 
of the Scalp. Surg., Gynec. & Obst., 1926, xlii, 846. 

In cases of extensive superficial vascular lesions 
surgical shock can be decreased by the use of local 
anesthetics. In the removal of superficial angiom- 
ata, bleeding can be prevented by the use of the 
Heidenhain suture. 

The cautery knife may be of some aid in con- 
trolling capillary oozing and in causing lymphatic 
block during the removal of the tumor. 

Epithelization can be obtained over denuded 
bone by removing the outer table and subsequently 
treating the granulating area with paraffin. 

Angiomatous tumors may be associated with 
squamous-cell epitheliomata as the result of pro- 
gressive changes in the overlying hyperplastic 
epithelium. In such cases the angioma may be con- 
sidered the indirect cause of the epithelioma. 

Doubtful tumors should be sectioned for biopsy. 
If malignant, they should be graded before operative 
procedures are completed or the prognosis is stated. 

The authors report a case of malignant squamous- 
cell epithelioma arising from the epithelium overlying 
a benign angioma. Although approximately one- 
half of the tumor was angiomatous, the malignant 
growth was not an angio-endothelioma, as might be 
supposed, but an epithelioma arising from the 
epidermal elements overlying the vascular growth. 


Tavares, A.: A Cavernous Hzmangioma of the 
Upper Lip (Hémangiome caverneux de la lévre 
supérieure). Ann. d’anat. path., 1926, iii, 147. 

The case of cavernous hemangioma reported in 
this article was that of a woman 40 years of age. 
The tumor was attached to the upper lip by a short 
pedicle which occupied a large part of the free border 
of the lip. It was 8 cm. Jong, 7 cm. broad at its 
broadest point, and 21 cm. in diameter. It hung 














SURGERY 


Fic. 1 


OF THE HEAD AND NECK 


363 





Fic. 2 


Figs. 1 and 2. Pedicled implantation of the hemangioma. Fig. 3. Result after removal of tumor. 


4.5 cm. below the lower level of the jaw. From in 
front it was approximately heart-shaped, but when 
it was lifted up so that its posterior surface was 
brought to view it somewhat resembled a kidney, 
the line of its implantation on the lip corresponding 
to the hilus. The skin over it was smooth and violet 
colored. The tumor was painless and soft. At its 
base and periphery it felt pasty and lobulated. In 
the center it was harder. On pressure it became 
paler but could not be reduced. 

No other abnormalities were found. The patient 
was slightly emaciated but had a good appetite. She 
was in the fifth month of pregnancy. She reported 
that about twenty-two years ago, when she was 
splitting wood, a chip struck her upper lip. Two 
weeks later the lip began to swell and a tumor 
developed. ‘This was extirpated but re-appeared 
after two years. It had always increased during 
pregnancy and had decreased again after delivery. 
During the last few months it had grown rapidly. 
The patient’s health had always been good. 

A clamp was applied on each side of the pedicle 
and the tumor extirpated under novocain-adrenalin 
anesthesia. After suturing of the skin and mucous 
membrane a collodion dressing was applied. Un- 
eventful recovery resulted. 

On histological examination the neoplasm was 
found to be a cavernous hemangioma with foci of 
purulent inflammation and advanced endarteritis 
and mesarteritis. The fibers of the orbicularis muscle 
showed marked degeneration. 

Angiomata are regarded as congenital abnor- 
malities due to a disturbance of the embryological 
development of the branchial arches. They are 
found chiefly at the points where the fetal clefts 
close. At these points there may be defects such as 
hare-lip, or hyperplasias such as angiomata, or 
both. Angiomata may remain latent for years and 
then develop without any apparent cause or after 
trauma. AuprEY G. Morcan, M.D. 


EYE 


Key, B. W.: The Influence of Protein Therapy on 
the Experimental Staphylococcal Infection of 
the Rabbit’s Cornea. Am. J. Ophth., 1926, 3 s. 
ix, 358. 

Key states that the best form of foreign protein 
available for administration to man is antidiphtheria 
serum. The dosage of other preparations such as 
milk, normal horse serum, aolan, etc., and the 
reaction produced by them are uncertain. The 
dosage of the serum is more definite and its ana- 
phylactic effects are better understood. 

A concentrated serum is less likely to cause serum 
sickness than whole serum because a smaller quan- 
tity of the former is injected. The history of 
previous anaphylactic conditions such as diphtheria, 
status lymphaticus, asthma, or hay-fever-like 
attacks in persons proved susceptible in a stable and 
horse environment are well established as probably 
contra-indications to serum injections. 

Key has not observed serious anaphylactic effects 
in any of the 170 cases treated to date. The doses 
have varied from 1,000 to 5,000 units. 

In the first six experiments performed by the 
author with regard to the influence of protein 
therapy on staphylococcal infection of the rabbit’s 
cornea an unmeasured dose of staphylococci was 
used for the inoculation, but because of the very 
violent corneal reaction produced by the too-con- 
centrated emulsion of the micro-organism, nothing as 
to dosage or differences in effect could be determined. 

In the next thirteen experiments it was recognized 
that if the minimal dilution of staphylococci pro- 
ducing active ulceration of the cornea could be 
determined, more accurate observations would be 
possible. The determination of the virulence of the 
staphylococci for the corneal substance was at- 
tempted by first growing the micro-organism in the 
eye of an animal. However, this calculation was 
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upset by the varying virulence of the different 
strains of staphylococci isolated from different 
parts of the body. 

In the last seven experiments a more accurate 
method of determining the virulence of the bacteria 
was devised, the strains used being passed through 
the eye of three successive animals. 

From his experiments, Key draw: the following 
conclusions: 

1. Such an investigation as this is dependent for 
its accuracy primarily upon the method of inocula- 
tion, the determination of a fixed virus through 
“passage,” and the suitable dilution of this virus. 

2. The method of injection, the size of the dose, 
and the relative value of different forms of protein 
should be worked out with some degree of certainty 
from the outline of procedure finally demonstrated 
in these experiments. 

3. These experiments demonstrate that very 
interesting and important question of virulence of 
different strains of staphylococci for cornea] sub- 
stance, as evidenced by the unmistakably greater 
virulence of the staphylococci cultivated from the 
eye as compared with those cultivated from the 
throat. Whether this is entirely a specific effect or 
a mere variation in ordinary virulence remains to 
be proved. 

4. In almost every experiment in which any 
difference could be noted, the animal which received 
the protein injection showed the least corneal 
reaction to the infecting micro-organism. However, 
none of the experiments showed any important 
difference between the effect upon the infection of 
antidiphtheria serum, concentrated horse serum, and 
typhoid vaccine. Sterile milk, which was tried in 
twelve rabbits, showed no effect whatever, the 
corneal lesion being similar in every way to the 
corneal Jesions in the control animals. 

L. L. McCoy, M.D. 


EAR 


Milligan, Sir W.: Hemorrhagic Types of Ear 
Disease Occurring During Epidemics of Influ- 
enza. Proc. Roy. Soc. Med., Lond., 1926, xix, 
Sect. Otol., 21. 


The toxemia produced by the influenza bacillus 
in the blood induces a marked vasomotor paresis, 
upsets the balance of the heat center, and, as a 
rule, produces intense congestion and a high tem- 
perature. 

The author believes that the very severe headache 
is the result of an acute and rapid congestion of the 
pia arachnoid membranes with a concomitant 
increase in the cerebrospinal fluid and a consequent 
rise in the intracranial pressure. Lumbar puncture 
gives prompt relief from the headache and relieves 
the varying degrees of serous meningitis. It also 
materially checks the aberrations of the heat 
center since nothing predisposes more to high 
temperature than sudden and fluctuating increases 
in the intracranial tension. 
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In the external auditory meatus the occurrence of 
an otitis hemorrhagica is pathognomonic. In no 
other condition do we find the peculiar blood- 
charged bulle present in influenza. These bull are 
usually situated on the postero-inferior meatal wall, 
close to the annulus tympanicus, or on the surface 
of the membrana tympani itself. 

In true otitis media hemorrhagica the drum-head 
is oedematous and fiery red, occasionally shows 
bullz of a dark bluish color on its posterior segment, 
and at times pulsates as a whole. The condition 
is invariably associated with intense suffering. 
The congestion is much more acute and painful than 
that present in the usual types of middle-ear 
catarrh, and its destructive effects, so far as the 
contents of the middle ear are concerned, are much 
more serious. 

Extension to the mastoid antrum is quite common. 
With the exception of diabetic mastoiditis, there is 
no inflammatory affection which produces such 
rapid destruction of bone as influenzal mastoiditis. 

The author is convinced that in many of these 
cases with objective signs of severe congestion there 
is at the same time an evanescent pia-arachnitis. 
He urges removal of the focus of infection and 
lumbar puncture. The operation of choice is the 
Schwartze operation. 

Nerve deafness may often be attributed definitely 
and specifically to an attack of influenza. ‘The 
pathology present is undoubtedly a hemorrhagic 
effusion into the cochlea with resulting destruction of 
certain portions of the end-organ and toxic infection 
of the auditory nerve itself. 

It is of the utmost importance to recognize the 
symptoms of an early serosanguinous influenzal 
labyrinthitis and to treat it vigorously by local 
depletion, lumbar puncture, and the repeated sub- 
cutaneous injection of pilocarpine, in order to 
promote absorption and thus relieve the increased 
intralabyrinthine tension so conducive to the pas- 
sage of toxins through the point of least resistance of 
the auditory tract. A. R. Hottenper, M.D. 


M’Nally, W. J.: Experiments on the Saccus Endo- 
lymphaticus in the Rabbit. J. Laryngol. & 
Otol., 1926, xli, 349. 


In three series of experiments on rabbits the author 
studied the effect of incision of the median wall of 
the saccus endolymphaticus, the application of 
pressure over it, and cauterization. None of these 
procedures caused much disturbance of the vestib- 
ular mechanism. The most constant result was a 
diminution of tonus of the homolateral limbs. This 
sign appeared after several hours, whereas rupture 
of the round window is followed by a diminution of 
tonus immediately. It was most constant following 
incision of the saccus. In the other experiments 


with a diminution of tonus it was impossible to say 
that the saccus had not been opened. 

The only other sign suggesting labyrinthine dis- 
turbance was a horizontal deviation of the eyes to 
the side of the saccus operated upon. The author 
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concludes that the saccus is probably not directly 
concerned with the diminution of tonus which 
appears immediately after rupture of the round 
window. Manrorp R. Watztz, M.D. 


Hempstead, B. E.: Six Cases of Definite Mastoiditis 
in Which the Middle Ear Was Definitely Not 
Affected. Ann. Otol., Rhinol. & Laryngol., 1926, 
XXXV, 517. 


Cases of mastoiditis without apparent involve- 
ment of the middle ear are rare as compared with 
cases in which the middle ear is obviously affected. 

Infection in cases of mastoiditis usually comes 
from the nasopharynx by way of the eustachian 
tube If the aditus ad antrum is small, infected 
material will soon be sealed off, no means of drain- 
age being left for the infected cells whereas the in- 
fected material in the middle ear may drain through 
the eustachian tube. Mastoiditis without apparent 
involvement of the middle ear should not be con- 
fused with latent otitis media; in the latter there is 
deafness and sometimes pain, but no spontaneous 
discharge of pus. However, paracentesis is always 
followed by a discharge of pus. 

Apparently fifty-eight cases of mastoiditis with- 
out evident involvement of the middle ear have 
been reported in the literature, but the descriptions 
are brief and the data therefore uncertain and in- 
conclusive. The author reports six cases from the 
Mayo Clinic. While the study of these cases does 
not permit definite conclusions, it indicates the 
existence of an antecedent otitis media without 
symptoms. The roentgen-ray examination is impor- 
tant. Paracentesis is always negative. Predominance 
of the streptococcus mucosus is a danger sign in 
this type of infection, and when this organism is 
found in cases of acute otitis media with the drainage 
of pus, the otologist should be on guard. 


Smyth, D. C.: A Skin-Periosteal Flap for the 
Radical Mastoid. Ann. Otol., Rhinol. & Laryngol., 
1926, XXXV, 442. 


The object of plastic operations on the external 
auditory canal after complete exenteration of the 
mastoid is to prevent a stricture of the external 
meatus and to utilize the posterior wall of the meatus 
for partial covering of the surface of the wound in 
the bone, thereby adding another starting point for 
the epidermization of the uncovered granulating 
bony surface. As the posterior canal skin is usually 
so traumatized after a radical mastoid operation 
that the Koerner flap is practically useless, the 
author endeavors to improve the skin flap by im- 
planting deep in the cavity a flap of live epithelium 
with a blood supply through its attached periosteum. 

The canal having been cleaned with iodine and 
alcohol, an incision is made in the external auditory 
canal down through the periosteum along the 
superior canal wall to the promontory and along 
the inferior canal wall. The canal is then temporarily 
packed with gauze, the regular mastoid incision is 
made down to the periosteum but not through it, 
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and the subcutaneous tissues are dissected forward 
so that the posterior cartilaginous canal is brought 
into view. At the juncture of the cartilaginous and 
bony canal an incision is carried through to meet 
the original incisions. From these intersections, 
incisions are carried backward through the perios- 
teum over the mastoid to the edge of the posterior 
regular mastoid incision. With a submucous eleva- 
tor, the periosteum of the mastoid over the mastoid 
is undermined, a small buttonhole opening is made 
in the periosteum, and the periosteum is lifted off. 
The whole flap is then retracted backward. 

When this technique is used, the flap is posterior 
to the field and is therefore not subject to trauma. 
On completion of the operation the cartilaginous 
wall is split through the concha and catgut stitches 
run from its subcutaneous tissue to the posterior 
lip of the mastoid wound. These sutures hold the 
canal widely open. A skin graft is placed in the 
middle ear and the cavity filled with sterile vaseline. 
Excessive granulations are removed by a Greenwald 
punch. 

The author has never observed any sloughing of 
the periosteal flap. The advantages of the technique 
described are that the flap is prepared at the begin- 
ning of the operation and placed out of the way, 
there is a dry unobstructed operative field, the flap 
is formed of absolutely untraumatized tissues, the 
periosteum helps to diminish the size of the bowl, a 
skin graft is easily placed with accuracy in the 
middle ear, and the time of operation is shortened. 

The article contains case reports and illustrations. 

GerorceE R. McAutirr, M.D 


NOSE AND SINUSES 


Mangabeira-Albernaz, P.: The Pathogenesis of 
Polyps of the Septum: The Polyp of Leish- 
maniasis (Contribution a la pathogénie des polypes 
du septum; le polype de la leishmaniose). Arch. 
internat. de laryngol., 1926, xxxii, 139. 


This article does not deal with mucous polyps, 
the existence of which on the septum has been 
denied by some rhinologists, but discusses the 
hard, almost sessile, fibrous polyps which may be 
found implanted on the vascular area of the sep- 
tum in almost all granulomatous infections, tuber- 
culosis, syphilis, rhinoscleroma, leprosy, and some- 
times in chronic glanders. 

The author reports three cases in which they were 
associated with leishmaniasis. One patient was a 
12-year-old boy; another a man of 31 years; and 
another a woman of 34 years. The tumors were 
smooth and irregularly round, and located on the 
septum between the tubercle and the inner border 
of the nostril. They were hard and fibrous, pale 
rose in color, painless, and sessile. They did not 
bleed but epistaxis sometimes occurred when the 
base was explored. They did not cause pruritis or 
sensations of heat or cold. The author attributes 
them to an energetic local defense reaction and 
attenuation of the virus. 
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Tartar emetic is as specific for leishmaniasis as 
novarsenobenzol is for syphilis. Often the ulcers 
heal after from four to eight intravenous injec- 
tions. This does not mean that the disease is cured, 
but the patients often stop the treatment if they 
are not under control. Sometimes a large number 
of injections is necessary to effect a cure. In very 
severe cases as many as 150 have been given. 

When the treatment is insufficient, tartar- 
resistance develops; and it is in such cases that the 
polyps are formed. The author never saw any 
cases of polyp while he was on the staff of the 
Otorhinolaryngological Clinic at Bahia in which the 
treatments are followed up energetically. The 
three cases he reports he observed in a country 
practice and were cases in which the treatment had 
not been thorough. Auprey G. Moran, M.D. 


Sargnon: Radium in the Treatment of Tumors of 
the Nasopharynx (La radium-thérapie dans le 
traitement des tumeurs du naso-pharynx). Arch. 
internat. de laryngol., 1926, xxxii, 38. 


The author classifies tumors of the nasopharynx 
into two groups, the diffuse and the fibromatous. 
Radium irradiation has not proved successful in 
the treatment of diffuse malignant tumors, but in 
cases of true fibroma and malignant tumors with a 
fibrous appearance it has given very good results. 
In the latter the author has abandoned surgical 
treatment entirely in favor of radium irradiation 
because, at operation, there is apt to be very severe 
hemorrhage which sometimes necessitates ligation of 
the external carotid; total removal of the tumor is 
often extremely difficult; the tampon which is 
necessary often causes ear disturbances and some- 
times mastoiditis; and there is danger of secondary 
hemorrhage and recurrence. He uses radium with- 
out any preliminary operation. As he has had only 
tubes and needles available, he has been unable to 
employ emanations. At first he introduced needles 
by either the nasal or the buccal route, but he found 
that those placed by the buccal route easily became 
displaced so that they burned the surrounding tis- 
sues and unless they were not very firmly fastened 
there was danger that they might be swallowed. He 
therefore now uses tubes entirely. 

After cocaining and adrenalizing the region, he 
passes a fine sound through the nose and mouth and 
attaches a thread to the mouth end of it to serve as 
a conducting thread in each nostril. He then puts 
two tubes in tandem in a rubber sheath (preferably 
black) to exclude secondary irradiation and sheaths 
them with gold, if possible, for better filtration. 
He then pulls them up to the region of the tumor 
so that one lies in the nasopharynx and the other 
in the posterior part of the nose. This generally 
causes some hemorrhage, but the bleeding can be 
stopped by an anterior tampon. The tampon may 
be removed the next day. The tubes are generally 
left in for forty-eight hours. One application is 


enough. He generally uses tubes of 100 or 50 
microcuries. As a rule no hemorrhage occurs when 
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the tubes are extracted as the radium has a hemo- 
static action. 

In one case of epithelioma of the fibromatous 
type he applied a collar of twenty tubes around the 
lower part of the face, but its action was too intense, 
causing a double perforation of the vault of the 
palate. An external collar is not necessary in such 
cases. When there is enlargement of the glands, 
which is rare in tumors of the fibromatous type, the 
glands should be removed surgically as the radium 
will have little effect upon them. In one case the 
author applied an external cervical collar around 
the region of an excised gland, combining this with 
the internal use of radium tubes. The result was 
good, but the end-results are not yet known. 

The treatment described causes cessation of the 
hemorrhage and slow but progressive retrogression 
of the tumor. Generally several months are required 
for the complete disappearance of the neoplasm. 
The action of radium may continue for three months. 
Its unfavorable effects, if any, appear late. A pos- 
sible unfavorable sequela is necrosis of the vault of 
the palate. In some cases the posterior part of the 
vomer is eliminated, this giving rise to a more or less 
foctid suppuration. No other complications have 
been observed. 

The author has previously reported twelve cases. 
One of them was a case of fibroid tumor in a young 
girl. This tumor disappeared and at the end of four 
years had not recurred. ‘Three were cases of 
hemorrhagic fibroma in boys at puberty. One of 
these boys has been cured for two years, but has 
a large perforation of the vault of the palate. 
Another, who was treated during the war, was 
benefited, but has not been seen since. Of five 
patients treated for sarcoma of the fibromatous 
type, one, who was apparently cured, has not been 
seen since, another was benefited, two others were 
apparently cured, and one has remained cured since 
1913. Of three cases of atypical epithelial tumor 
with a fibrous appearance all were cured and one 
has remained cured for two years. The details of five 
recent unreported cases are given. All were cured, 
but the late results are not yet known. 

Auprey G. Morcan, M.D. 


Chatellier, H. P., and Dariaux, A.: Stereoroent- 
genography as a Method of Exploring the 
Cranial Sinuses (La stéréo-radiographie, moyen 
d’exploration des sinus du crane). Arch. internat. 
de laryngol., 1926, Xxxii, 9. 

The head is the most difficult part of the skeleton 
to examine roentgenologically because of its thick- 
ness and complexity. The multitude of planes of 
different depths superimposed on the single plane of 
the film produce a confusing picture in which 
nothing can be distinguished clearly. The stereo- 
roentgenogram detaches these planes from each other 
and brings them out with a relief which gives the 
observer the impression that he is looking through a 
cranium of glass. The different planes are shown in 
their proper relation to each other. 
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It is very easy to take the pictures. The head is 
firmly fixed in position and the normal ray directed 
on the center of the region to be photographed; for 
the postero-antero incidence, for example, it is 
directed on the midline 2 cm. below the external 
occipital protuberance. The tube is fixed at the 
desired height, from 75 to 80 cm. above the film 
case. For the first photograph it is moved from 334 
to 4 cm. to the right and then back to the center. 
For the second it is moved the same distance to the 
left. The two films are superimposed by means of 
a stereoscope. 

Any operation on the posterior sinuses should be 
preceded by a roentgen examination in order that 
the operator may have an exact knowledge of the 
anatomy of the region. As an examination by or- 
dinary roentgenography requires at least four plates 
—one from the base, one in profile, an intrabuccal 
plate, and an oblique plate—the necessity of taking 
two films for the stereoscopic picture is not a serious 
disadvantage. 

Ordinarily the maxillary sinuses can be examined 
quite well by the usual methods, but the authors 
have found on stereoscopic roentgenograms taken 
from in front that an opacity which appeared in an 
ordinary roentgenogram to be in the sinus was in 
reality much further back on the lateral mass of the 
atlas. In another case an apparent sinus shadow 
was found to be caused by a large dental cyst, the 
convexity of which projected far into the sinus. 

The stereoroentgenogram has decided advantages 
in the examination of the frontal sinuses. In an 
ordinary roentgenogram it is difficult, if not im- 
possible, to see the interorbital part of the sinus. 
As the frontal sinuses, the ethmoid cells, and the 
sphenoid sinuses are on almost the same horizontal 
plane, their shadows are superimposed. Sometimes 
the clinoid processes and the tip of the petrous 
pyramid may confuse the shadow if the head is not 
held absolutely straight, and the shadow of the 
interfrontal septum is easily confused with the 
shadows of other vertical lines of bone. It is occa- 
sionally impossible to distinguish the upper part of it 
from the frontal crest and the lower part of it from 
the top of the nasal septum, the crista galli, and the 
intersphenoid septum. A vertex-chin incidence is 
better even in ordinary roentgenography than an 
anteroposterior incidence, but even in the former 
the floor of the sinus is presented obliquely to the 
rays, this resulting in distortion and lack of pre- 
cision. The only method of examination that over- 
comes these difficulties consists in taking two 
stereoroentgenograms, one anteroposterior and one 
vertex-chin. 

Stereoroentgenography is of great value also in 
the study of the ethmoid and sphenoid sinuses. It 
is the only method which brings them out from 
each other and shows the succeeding planes in 
their proper perspective. While the stereoroent- 
genogram will not reveal the individual ethmoid 
cells, one behind the other, it will clearly demon- 
strate lesions of the ethmoid cells as distinct from 
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lesions of the frontal or sphenoid sinuses. In the 


examination of the sphenoid sinuses the films may 
be reversed and looked at from behind. There will 
then be nothing in front of the sinus but the plate of 
the occipital bone and the basilar process, the pic- 
tures of whichare very simple and not at all confusing. 
The sterecoroentgenographic method is to be recom- 
mended particularly for the examination of the 
sinuses. Auprey G. Morecan, M.D. 


Reverchon and Tsiros: An Ethmofrontal Mucocele 
with Extensive Invasion of the Orbit (Mucocéle 
fronto-ethmoidale avec large envahissement de 
Vorbite). Arch. internat. de laryngol., 1926, xxxii, 165. 

Ethmofrontal mucocele develops slowly and 
generally pushes the contents of the orbit outward 
without injuring them. It is unusual for it to reach 
such a size that the eyeball is injured and vision 
is impaired. 

The case reported in this article was that of a man 
21 years old. Two years before the patient consulted 
the authors he felt a small tumor at the upper inner 
angle of the left orbit. This grew slowly for a while, 
but for about eight months it had caused pro- 
gressive impairment of vision. Examination revealed 
lines and dots of opacity in the crystalline lens. There 
was no pain. 

The lachrymal bone was pushed forward by a 
soft tumor which seemed to originate in the floor of 
the orbit, descend into the frontonasal canal, and 
extend backward and involve the lateral wall of the 
orbit. The tumor projecting into the orbit from the 
fronto-orbital angle was the size of a large nut. 
X-ray examination showed opacity of all of the 
left fronto-orbital region which partially masked 
the details of its structure, but the left frontal 
sinus could be seen. The latter appeared distended. 
It was impossible to say whether the condition was 
an ethmofrontal mucocele or a malignant tumor of 
the ethmoid. 

At operation, an incision was made over the 
frontal sinus and around the upper and inner border 
of the orbit. In the floor of the frontal sinus there 
was a large breach from which flowed a mucopurulent 
fluid. The fluid was aspirated with a pipette to 
prevent soiling of the field of operation. No bacteria 
could be found in it. ‘The walls of the sinus showed 
no trace of osteitis but were covered with a mucous 
membrane thicker than that of a normal sinus. 
The whole sac lining the sinus was shelled out like 
a paradental cyst of the upper maxillary. There 
were quite firm adhesions along the floor and around 
the breach in the bone. The eyeball was restored to 
its normal position and the wound sutured in 
two layers. 

The eye regained its normal movements very 
quickly. A month after the operation the signs 
of congestion had disappeared but the opacities of 
the lens remained. Vision improved, but remained 
less than 2/10. Histological examination of the 
membrane showed a connective tissue layer lined 
with ciliated epithelium. 
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In this case there was a slow period of growth of 
the cyst followed by rapid growth. It seems that 
the infection caused the latent cystic tumor to 
enlarge, rupture the bone, and invade the orbit. 
Trophic disturbances of the anterior segment of 
the eye, primarily anesthesia of the cornea, are 
common in phlegmons of the eyeball, but the 
authors believe they are unusual in cases like such 
as this in which the eyeball is only compressed and 
not diseased. Total removal of the membrane is the 
chief indication in the treatment of these cysts as 
well as of paradental cysts. In the case reported it 
did not seem necessary to establish nasal drainage. 
Infected mucocele is to be considered a cyst analogous 
to a paradental cyst rather than a sinusitis. 

Auprey G. Morcan, M.D. 


MOUTH 


Campbell, A.: The Closure of Congenital Clefts of 
the Hard Palate. Brit. J. Surg. 1926, xiii, 715. 


Campbell has devised a method of closing defects 
of the hard palate by using the nasal septum. The 
tissue of the nasal septum is very vascular and heals 
well under adverse conditions. 

The first step in the operation, which consists in 
the formation of the palatal flap, involves the reflec- 
tion of a flap from the buccal surface of the palate 
on the same side as the cleft, with its base on the 
lateral margin of the cleft. The width of this flap 
is approximately a little greater than that of the 
cleft. 

The incision is made parallel with the cleft mar- 
gin and goes down to the bone. It extends as far 
as the posterior border of the hard palate, and the 
ends of the incision are then joined to the margin 
of the cleft. The mucoperiosteum is reflected 
medially as far as the margin of the gap in the bone, 
and the hinged flap thus formed is turned upward so 
that it comes to lie with its medial edge in apposition 
with the lower edge of the septum and its raw sur- 
face toward the mouth. 

The second step consists in the formation of the 
nasal flap. This is done by measuring the distance 
between the lower border of the septum and the 
unreflected or lateral edge of the palatal incision. 
If, for example, this is 1.2 cm. posteriorly at the 
juncture of the soft and hard palates, a mark is 
placed on the nasal septum about 2.5 cm. vertically 
above its lower border. If the gap narrows anteriorly 
to o.5 cm., a mark is made above on the septum 1.2 
cm. from the lower border. A line of incision is thus 
outlined. Then, with a rectangular knife a horizon- 
tal incision is made from behind forward along the 
line, cutting through the mucoperichondrium as 
far as, but not into, the cartilage of the septum. 
The anterior and posterior ends of this incision are 
then joined to the lower border of the septum. With 
an elevator, the mucoperichondrium is turned down 
so that it hangs like a curtain in the mouth. This 
nasal flap has its base at the medial margin of the 
cleft, its raw surface toward the nose, and its lateral 
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edge in approximation with the lateral edge of the 
palatal incision. 

In the third step one or two sutures are introduced 
to unite the upper and lower flaps at the base of the 
septal flap if necessary, and the lateral edge of the 
nasal flap is sutured to the line of the palatal incision 
with three or four sutures. This completes the 
operation. James C. BRASWELL, M.D. 


PHARYNX 


The Radical Cure of Peritonsillar 
Ann. Otol., Rhinol. & Laryngol., 1926, 


Baum, H. L.: 
Abscess. 
XXXV, 429. 


The treatment of peritonsillar abscess is disap- 
pointing, especially in the early stage. Because of 
the intense suffering and the danger of serious and 
often fatal complications, it is exceedingly desir- 
able to give relief as early as possible rather than to 
wait until incision and evacuation are considered 
feasible. 

The author has obtained most satisfactory results 
from tonsillectomy. In what he calls the second 
stage of the condition, the gland is pushed toward 
the midline, but as yet there is no supratonsillar 
bulging. As the ordinary methods of approach 
will not evacuate the pus at this time, tonsillectomy 
is most applicable. Baum performs it under ether 
anesthesia and removes the normal tonsil at the 
same tine. 

This method evacuates the pus and provides 
massive drainage of the infected area with imme- 
diate relief. Georce R. McAuttrr, M.D. 


NECK 


Graham, A.: The Thyroid Gland in Relation to 
‘*Toxic Goiter.’’ Radiology, 1926, vi, 377. 


Graham discusses the effect upon the thyroid of 
surgical removal, X-ray and radium irradiation, 
and iodine treatment. 

Surgeons are confronted with the question of how 
much gland to remove. If too little is removed the 
clinical results are not satisfactory, whereas if 
too much is removed myxcedema may develop. 
Prior to the administration of iodine as a preliminary 
to operation, it was the rule to remove from three- 
fourths to seven-eighths of the gland. The removal 
of so much tissue from patients treated with iodine 
may increase the postoperative incidence of abnor- 
mally low basal metabolic rates with or without 
clinical manifestations of myxcedema. Graham 
believes there is a definite use for iodine after 
operation to prevent regeneration hyperplasia in 
glands that had not undergone complete involution 
before operation. 

With regard to the effect upon the thyroid of 
roengten-ray and radium irradiation, the author 
states that our knowledge is still too incomplete to 
warrant definite conclusions. Clinical and experi- 
mental evidence indicates that irradiation produces 
adhesions between the thyroid and the surrounding 














SURGERY OF THE 


structures, fibrosis of varying degree, and a decrease 
in the vascularity and volume of the thyroid. It is 
doubtful, however, whether, on an anatomical basis, 
these changes can be distinguished from changes of a 
similar nature and equal degree in thyroids that 
have not been irradiated. With regard to the effects 
of irradiation upon the function of the thyroid very 
little is known. 

The implantation of radium produces localized 
necrosis followed by fibrosis, changes quite similar 
to those produced by the injection of boiling water, 
alcohol, quinine and urea, iodine, carbolic acid, etc. 

Iodine is being extensively used as a therapeutic 
agent without proper appreciation of its indications 
and contra-indications. The indications and contra- 
indications are derived from the state of the thyroid 
itself. 

The clinical response of patients with typical ex- 
ophthalmic goiter and typical toxic adenoma to the 
administration of iodine is identical, varying only 
in degree, and depends upon the patient’s age and 
condition, the duration and intensity of the disease, 
the state of the thyroid at the time, the quantity of 
iodine given, and whether or not the patient took 
iodine previously. STANLEY J. SEEGER, M.D. 


Crile, G. W.: The Surgical Treatment of Goiter. 
Radiology, 1926, vi, 365. 

Crile says that as there has been so much uncer- 
tainty regarding the cause and specific nature of the 
syndrome designated as “hyperthyroidism,” it is 
not surprising that various methods of treatment 
have been suggested for it. However, of the definite 
methods which have been proposed, the only ones 
which merit serious consideration are the rest cure, 
radiation, and surgery. 

Ever since the discovery of the therapeutic value 
of the X-ray, the possibility of applying the ray to 
the treatment of hyperthyroidism has been under 
discussion. 

Means and Aub claim that in cases of equal toxic- 
ity the chance for the cure of exophthalmic goiter is 
as good in roentgen-ray treatment as in surgery, and 
that, this being true, the former method is preferable 
to the latter as it is associated with less danger of 
a fatal outcome, it produces no scar, it does not inter- 
fere with the patient’s occupation, it is painless, and 
it causes the patient very little inconvenience. 

Against these claims, Crile states that under the 
plan of management employed by him almost no 
case of hyperthyroidism is too severe for surgical 
treatment. 

In a series of 748 thyroidectomies for hyper- 
thyroidism performed during a period of six months 
beginning June 1, 1925, the mortality was only 
0.82 per cent, and among 398 ligations it was only 
0.76 per cent. When the site of the incision is care- 
fully chosen, the resultant scar is so slight that within 
a few weeks it is practically invisible. ‘The one or two 
brief stays in the hospital necessitated by surgical 
treatment do not inconvenience the patient more 
than the repeated visits to the hospital necessary for 
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treatment with the X-ray. In reply to the argument 
that X-ray treatment does not interfere with the 
patient’s occupation, Crile says that in acute hyper- 
thyroidism it should be interfered with, whatever 
treatment is used. He calls attention also to the 
fact that operation is the only procedure by which 
the amount of diminution of the gland can be accu- 
rately controlled. The argument of the radiologist 
that surgery can be employed later if the X-ray 
does not effect a cure, is not a good one because 
radiation increases the difficulties of operation and 
during the period that the X-ray is being tried the 
disease causes additional damage. 

In conclusion Criie states that the success of 
radiation as well as of surgery depends not only 
upon the method employed but also upon the 
management of the patient over a period of time, the 
length of which depends upon the type of the disease. 
In hyperthyroidism the management of the patient 
over a prolonged period is of particular importance; 
the operation constitutes only one stage in the 
treatment. STANLEY J. SEEGER, M.D. 


Ladwig, A.: ‘Follow-Up of Patients Operated upon 
for Basedow’s Disease (Nachuntersuchungen an 
Basedow-operierten). Arch. f. klin. Chir., 1925, 
Cxxxvli, 367. 

This article is a report on 150 of 190 cases of 
Basedow’s disease which were operated upon in 
the period from 1912 to 1924. The author differ- 
entiates between the classical Basedow’s disease 
(with the Merseburg triad, tachycardia, goiter, and 
exophthalmos) and _ thyrotoxicosis. The latter 
condition resembles the classical Basedow’s disease 
clinically, but lacks the most pathognomonic sign 
of the latter, namely exophthalmos. 

The treatment of choice is bilateral wedge resec- 
tion preceded by ligation of all four large arteries 
or, if the remaining portion of the gland will not be 
functionally sufficient, of only three. In especially 
severe cases with marked involvement of the heart, 
the operation should be performed in two stages; 
first, ligation of both superior thyroid arteries or of 
only one, and then, after improvement of the 
general condition—usually one or two months later 
—hilateral resection. 

In the ward cases of Basedow’s disease which are 
reviewed the postoperative mortality was 6.5 per 
cent, while in the ward cases of thyrotoxicosis it 
was 11.1 per cent. In cases seen by the author in 
private practice, the corresponding percentages 
were 2 and 6.6. 

A satisfactory explanation for the true Basedow 
death has not yet been found. The typical picture 
is that of an increased pulse rate, increased anxiety, 
and frequently a considerable rise in the tempera- 
ture. ‘This was sometimes observed even after 
ligation operations. 

The pre-operative care is of the greatest impor- 
tance for a favorable result. In the author’s cases 
the patient is given bed rest for eight days. The 
operation is performed under scopolamine-morphine 
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anesthesia supplemented with local novocain or 
tutocaine anwsthesia. 

Good results, by which is meant freedom from 
severe nervous disturbance and the return of the 
ability to work (complete disappearance of all 
symptoms was rarely observed) were obtained in 
seventy-two (69.2 per cent) of 104 cases of the 
classical Basedow’s disease and in twenty-four 
(68.5 per cent) of thirty-five cases of thyrotoxicosis. 
Half of these were permanent results. Cases in which 
the neuropathic element is particularly dominant are 
more difficult to influence than the others, even by 
operation. 

The author attaches great value to postoperative 
treatment by physical and mental rest, hydro- 
therapy, climatic influences, and psychotherapy. 
Psychotherapy is particularly important. 

The blood picture is not influenced by the opera- 
tion. In the majority of cases, lymphocytosis, 
eosinophilia, etc.. were found after operation as 
well as before it and were as common in the 
cases in which good results were obtained as in 
those with poor results. The blood picture in 
Basedow’s disease is a sign of constitutional degen- 
eration which is not affected by the operation. 

Smmon (Z). 


Boattini, G.: Thyroid Grafts (L’innesto tiroideo). 
Arch. ital. di Chir., 1926, xv, 1. 

The author performed several series of experi- 
ments in grafting thyroid tissue. He grafted homo- 
plastic and autoplastic thyroid into rabbits which 
had been partially thyroidectomized and also into 
those which had been subjected to complete thy- 
roidectomy. He found that the grafts did not take 
in the animals that had been partially thyroidec- 
tomized but did take in those in which the whole 
thyroid had been removed. 

It seems that the graft requires a functional 
stimulus in order to survive and if the body is al- 
ready sufliciently supplied with thyroid hormone 
and no functional demand is made on the graft it 
is absorbed. However, histological examination of 
the grafts in the cases of total thyroidectomy after 
periods of as long as one hundred twenty-five days 
showed the persistence of normal thyroid tissue 
with signs of hyperfunction, which is indicated not 
so much by a large amount of colloid as by its 
fluid character. The colloid is less viscid and does 
not strain so intensely as colloid in a gland that is 
not functioning excessively, and the cells are higher 
and often cylindrical. 

The thyroid tissue to be grafted should be fresh, 
and will take better if it is divided into small 
pieces. The best bed for it is the subcutaneous tissue 
of the abdominal wall as this has a copious blood 
supply and exerts no toxic action on the graft. The 
author believes that homoplastic thyroid grafts are 
capable of taking and functioning for an indefinite 
time, and that further experimentation along this 
line will be of great value in treatment. 

Auprey G. Morcan, M.D. 
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Thomson, Sir St. C.: Tuberculosis of the Larynx: 
Treatment with the Galvanocautery: Indica- 
tions; Results; Technique. Lancet, 1926, ccx, 1084. 


The author never gives galvanocautery treat- 
ment in a case of laryngeal tuberculosis until suf- 
ficient time has elapsed to show the progress that 
will be made under sanatorium care and voice rest. 

The results of galvanocautery treatment are most 
favorable when the disease is situated on the vocal 
cords, the vocal processes, and the interarytenoid 
region and is in a quiescent state. This treatment 
is indicated also when the tuberculous deposit is 
limited to a ventricular band or aryepiglottic fold 
and is of an indolent type. When the epiglottis is 
invaded it may be employed only when the condi- 
tion is chronic or of the lupoid form. 

It is contra-indicated in acute cases with a turban- 
shaped epiglottis, and particularly during the evolu- 
tionary period. It is dangerous if the arytenoids 
are acutely invaded with a massive deposit or show 
a pseudo-cedema, and when the mobility of the cord 
is impaired and there is pain. 

The patient’s general condition must always be 
taken into consideration. The operation should not 
be undertaken in the case of a patient whose general 
condition is rapidly deteriorating. 

Of 3,542 laryngeal cases seen in a sanatorium dur- 
ing the last fourteen years, 17.50 per cent were 
cases of laryngeal tuberculosis, and of the latter, 
only 16.61 per cent were regarded as suitable for 
galvanocautery treatment. In the first ten years a 
cure was obtained in 62 per cent of the cases, but in 
the last four years it has resulted in nearly 69 per 
cent. 

The author describes the indirect method of 
laryngostomy and the technique of the use of the 
galvanocautery under local anesthesia. Redundant 
granulations are an occasional sequela. In two cases, 
a troublesome stenosis developed, but tracheotomy 
was done with a favorable result. 

J. Frank Doucuty, M.D. 


Woodburn, J. J.: Enchondromata of the Larynx. 
Med. J. Australia, 1926, i, 645. 


Enchondromata of the larynx are rare. A search 
of the literature revealed only sixty-two such cases 
and in some of them the diagnosis was doubtful 
because a microscopic examination was not made. 

The author reports the case of a patient 66 years 
of age who had had hoarseness for five years and 
dysphagia for a year and recently dyspnoea and a 
loss of weight. External examination showed a hard 
swelling on the right side of the neck, extending 
down to the clavicle. The laryngoscope revealed a 
large round swelling which filled more than half 
of the hypopharynx on the right side and hid the 
right cord. The right cord was fixed. The growth 
involved the right arytenoid cartilage. 

At operation, a deep dissection was done on the 
right side of the neck and an opening made into 
the lower portion of the pharynx. The cricoid 
cartilage, the right wing, and the lower third of the 
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left wing of the thyroid cartilage were removed. 
Death occurred five days later from bronchial 
pneumonia. The diagnosis of enchondroma was 
based on the findings of microscopic examination. 
GeorceE R. McAutrirr, M.D. 


New, G. B.: Surgical Diathermy in Laryngology. 
Arch. Otolaryngol., 1926, iii, 301. 


In the treatment of new growths or benign lesions 
in the nose and throat, surgical diathermy is a 
valuable addition to the well-known methods of 
treatment for local lesions. The selection of the 
best form of treatment for the various types of 
lesions, variously situated, is of the greatest impor- 
tance, particularly in the case of malignant lesions. 
For the latter a combination of methods may give 
the best results. 

Diathermy is of advantage over the other forms 
of cauterization because: (1) It is not necessary to 
protect the tissues around the area treated. (2) There 
is no bleeding during the operative procedures. (3) 
The active electrode is easily carried into the nose, 
pharynx, or larynx, without burning any areas 
except those treated. (4) Local anesthesia with gas 
may be employed if necessary. (5) Sterilization is 
effected by heat brought from the depth of the 
tissue, the wounds being therefore cleaner. 

Objections to it are the fact that the destruction, 
which varies according to the size of the patient and 
the size of the electrodes, is much greater than 
appears at the time of the operation, and there is 
danger of secondary hemorrhage. It is questionable, 
however, whether secondary hemorrhage is any 
more likely to occur with this than with other 
types of cauterization. 

Diathermy seems to be particularly adapted to 
angiomata in adults. Formerly radium was buried 
in the tissue. In the cases of infants, radium is very 


HEAD AND NECK 371 


satisfactory, but in those of adults its action is very 
slow and unsatisfactory. To destroy benign and 
malignant lesions in the nose, an electrode with a 
small point may be carried directly to the site of 
the lesions without burning other tissue, as in the 
control of bleeding of the septum or the destruction 
of small polyps of the nose. Diathermy is more 
satisfactory for the destruction of synechia of the 
septum than the use of the actual cautery as it 
causes less reaction. 

For papillomata of the larynx both in adults and 
in children, the results so far have generally been 
satisfactory. In the treatment of malignant tumors 
about the nose, sinuses, and jaws, diathermy has 
almost entirely replaced the other forms of cauter- 
ization, or is combined with radium. In cases of low- 
grade malignancy, diathermy is the usual treatment, 
while in cases of more active epithelioma and lym- 
phosarcoma, radium is usually depended upon to 
destroy the growth. The same is true of the pha- 
ryngeal lesions, radium being employed for the 
more active epitheliomata and sarcomata, and 
diathermy for some of the low-grade lesions. 

For malignant tumors of the larynx the author 
prefers thyrotomy and excision, and laryngectomy. 
While thyrotomy and destruction of a small lesion 
with diathermy should give a satisfactory result, 
cases have been reported in which cartilage was 
destroyed and other untoward results have fol- 
lowed. 

Diathermy has an important place in the treat- 
ment of many lesions about the nose, throat, and 
mouth. It may prove to be the best means of 
treating papilloma of the larynx in adults and possibly 
also in children. 

Any one measure should not be emphasized to 
the exclusion of others until experience has proved 
its value. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Revel, Barbezier, and De Martel: A Case of Otic 
Abscess of the Cerebellum (Note au_ sujet 
d’un cas d’abscés du cervelet d’origine otique). 
Bull. et mém. Soc. nat. de chir., 1926, lii, 95. 

A man 37 years of age was admitted to the hospital 
February 4, 1925, with paralysis of the left side of 
the face and otorrhoea. His condition of torpor or 
hebetude suggested a serious intracranial complica- 
tion. Enlargement of the spontaneous perforation 
of the tympanum by the otologist caused an increase 
in the discharge from the ear and some improvement 
in the temperature and pulse but no improvement 
in the general condition. The torpor increased and 


the pulse rate decreased to 52. Operation was then - 


proposed but refused. 

On February 20 the patient complained of violent 
occipital headache and disturbance of balance. He 
was able to stand only by spreading his feet apart. 
Romberg’s sign was absent. Hypermetria was 
present on the left side, and there was spontaneous 
nystagmus. The ocular reflexes were normal and 
the pupils were equal. There was no papillaedema. 

The pulse rose to 70. Vomiting then began, the 
torpor increased, and adiadokokinesis developed. 
There was more marked ballottement of the left 
hand than of the right. The diagnosis was chronic 
mastoiditis complicated by facial paralysis, cochlear 
and vestibular labyrinthitis, and probably cerebellar 
abscess. On March 4 the mastoid was opened. The 
antrum was found filled with pus and fungosities. The 
capsule of the labyrinth was normal, as was also 
the exposed descending part of the sinus. On 
exposure of the cerebellar meninges two punctures 
failed to show pus. Drainage was established. 

After the operation the patient’s condition im- 
proved very little. A neurological examination 
made July 6 showed even more marked symptoms 
of cerebellar abscess. At another exploration, done 
March 7, another abscess was discovered and evac- 
uated. The torpor increased, however, and the 
patient died March 10. Death was due to the delay 
of surgical treatment, the patient having refused 
operation for some time, and to the fact that at the 
first operation only one of two abscesses was found. 

The authors have studied the reports of seventeen 
cases of cerebellar abscess collected from the 
literature. In eleven, the abscess followed chronic 
otorrhoea and in six was due to acute or recent 
otorrhoea. In their own case the ear disease was of 
two months’ duration. In fourteen of the cases 
reported in the literature the abscess was solitary, 
in two there were two abscesses, and in one there 
were three. In four cases the infection of the cere- 
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bellum occurred by metastasis, and in five there was 
a labyrinthitis or an osteitis of the internal cortex. 
In the authors’ case the infection must have been 
carried by the blood or through the perilymph 
spaces of the nerve trunks as the tissues adjacent 
to the cerebellum were intact. 

The symptoms described in most of the case 
reports are not the focal ones but those due to in- 
tra-cranial pressure, viz., headache, somnolence or 
coma, which are present in the majority of the cases, 
and vomiting, which occurs in 50 per cent. When 
papilloedema is looked for it also is found in about 
half. Bradycardia was mentioned in only a fourth 
of the case reports studied, and cerebellar symptoms 
in only twelve. Adiadokokinesis, hypermetria, 
and difficulty in passive movements are mentioned 
in eight. There was lateropulsion on the side of the 
lesion or the opposite side in four cases and spon- 
taneous deviation of the index finger in the same 
number. The cerebrospinal fluid was rarely exam- 
ined, although the authors believe the polynucleosis 
found in their case is an important sign. Com- 
pression of the homolateral pyramidal tract with 
its sequela, Babinski’s sign, epileptoid tremor, and 
exaggeration of the reflexes, is mentioned in only 
three case reports. Pressure on neighboring nerves 
was rarely described, but in one case there was 
paresis of the fifth, seventh, and eleventh pairs, and 
in the authors’ case the fifth, seventh, and eighth 
pairs were affected. 

The prognosis is unfavorable. In the seventeen cases 
reported in the literature there were nine deaths. 
The high mortality is due to the fact that the ab- 
scesses are frequently multiple and only one is found. 

In the discussion of this report, CuN£o called 
attention to the fact that the authors failed to say 
whether the cerebellum was entered inside or out- 
side of the vertical portion of the lateral sinus. He 
stated that abscesses of otic origin-are generally 
approached from inside the sinus, and he believes 
that this is the best route. If the symptoms per- 
sist, a second operation is indicated. If an abscess 
of this kind has been approached from inside the 
sinus and re-operation is indicated, Cunéo explores 
outside the sinus at the second operation. He believes 
that Lemaitre’s method of using a tightly fitting 
drain for the meninges has been generally accepted. 

Auprey G. Morcan, M.D. 


Lampe, W.: The Efficacy of the Substance of the 
Posterior Lobe of the Human Hypophysis 
(Ueber die Wirksamkeit der Hinterlappensub- 
stanz der menschlichen Hypophyse). Wien. klin. 
Wchnschr., 1926, xxxix, 15. 


Several years ago Trendelenburg and Bergmann 
found in the posterior lobe of a human hypophysis a 
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substance just as efficacious as the corresponding 
substance obtained from cattle. Previously, Maresch 
and Pick had demonstrated the hormone in the 
human hypophysis. In 1923, Smith and McClosky 
described a method of making a dry preparation of the 
organ which can be kept for years and accurately 
titrated. Dry preparations were made by the author 
according to this method from twenty human glands. 

Immediately after their removal from the body, 
the glands were carefully split sagittally so that the 
borders of the anterior portion and the medial por- 
tion could be easily seen. The two parts were then 
separated and the isolated posterior lobes placed in a 
3-c.cm. glass and covered with acetone. An hour 
later, the acetone preparation was cut into small 
pieces and placed on ice, where it was kept over 
night. Early the next morning the acetone was re- 
moved and the container placed in a drier for 
twenty-four hours at a temperature of 37 degrees C. 

After three days the preparation was placed in a 
bag of hardened filter paper and extracted for three 
hours in a Soxhlet apparatus with 50 c.cm. of 
acetone. The mass was then rubbed up to a fine 
powder in an agate mortar, placed in a drier for 
twenty-four hours, and tested. For the tests, 1 
mgm. of the substance was rubbed up with 1 c.cm. 
of a 0.25 per cent solution of acetic acid, boiled, and 
filtered. 

The effect of this extract on the blood pressure 
was determined by experiments on decerebrate cats 
(threshold value: from 10 to 15 mm. Hg.) and its 
antidiuretic effect was determined on dogs with 
vesical fistula (threshold value: the dose which 
reduced the amount of urine from 20 to 25 per cent 
200 minutes after the administration of 250 c.cm. of 
water), and on a Trendelenburg uterine preparation. 

The active principle is very resistant to external 
influences. In the human hypophysis it is demon- 
strable in various amounts. It has the well-known 
characteristics of the preparations made from ani- 
mals. Binz (G). 


Lund, R.: Considerations on the Surgical Treat- 
ment of Tumors of the Hypophysis. Acta 
chirurg. Scand., 1926, lix, 491. 

Lund reports four cases in which an operation 
was performed on the pituitary gland according to 
von Eiselsberg’s modification of Schloffer’s method 
and two in which it was performed according to the 
Hirsch method. In the first three cases there was a 
tumor which on microscopic examination was found 
to be adenoma. In one of these cases the result was 
good, but in the two others there was only temporary 
improvement in the patient’s condition and death 
occurred six months and three years later respec- 
tively. In the fourth case, in which the condition 
could scarcely be called a pituitary tumor, death 
occurred immediately after the operation. In the 
fifth case there was acromegaly with symptoms 
which, like those in the other cases, showed that the 
tumor had spread far over the border of the sella 
turcica. Operation revealed a cyst filling the entire 
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sella which was enlarged. The cyst was drained. 
The patient died later of uremia. On section, the 
remains of the tumor (an adenoma having its origin 
in the anterior lobe of the pituitary gland) were 
found extending far up into the cerebrum. In the 
sixth case operation revealed no tumor in the sella 
but after-treatment with radium caused improve- 
ment. 

Following these case reports the author discusses 
the various transcranial and transphenoidal methods 
of operation. He describes the Hirsch operation in 
detail. Autopsy and roentgen investigations have 
shown that, instead of being thick and massive, the 
part of the clivus blumenbachii which adjoins the 
sella is often only a millimeter thick and that there- 
fore probing toward the sella may be associated with 
the danger of penetrating to the pons cerebri. 

In conclusion the author discusses various diag- 
nostic factors of importance with regard to the loca- 
tion and extent of atumor. Marked involvement of 
the optic nerves is a sign that the tumor has spread 
upward far beyond the limit of the sella. Choked 
disk is rare, but was found in the author’s third case. 
In the case df acromegaly the tumor had begun in- 
side the sella. Such cases and the chromophobe 
tumors of the anterior lobe of the pituitary body 
should always be operated upon by the trans- 
phenoidal route. Tumors of the prahypophyseal 
duct should always be operated upon transcrani- 
ally and cases of adiposogenital dystrophy should 
usually be operated upon in this manner. 

The sella turcica may seem to be of normal size 
in the roentgen pictures, especially in cases of 
tumors of the prehypophyseal duct, and it may be 
greatly enlarged in the absence of a cerebral tumor 
(hydrocephalus) and in cases of cerebral tumors 
not related to the pituitary gland. When the cere- 
brospinal fluid is not normal (pleocytosis) a trans- 
cranial operation is contra-indicated because the 
increase in the cells may be a sign of a connection 
through the floor of the sella between the meninges 
and the pharynx, in which case there would be con- 
siderable danger of meningitis associated with that 
type of operation. 


Hammes, E. M.: Spontaneous Meningeal Hamor- 
rhage: With a Report of Seven Cases. Minnesota 
Med., 1926, ix, 305. 

Of the three types of intracranial hemorrhage, 
viz., that due to apoplexy within the brain sub- 
stance, the traumatic type resulting in an extra- 
dural clot, and the subarachnoid bleeding resulting 
from trauma or some other cause, the author dis- 
cusses the last named. 

Besides trauma, he gives as etiological factors 
arteriosclerosis, acute bacterial infections (hamor- 
rhagic type), syphilis, and chronic alcoholism. In 
some cases the bleeding comes from the rupture of 
small aneurisms due to arteriosclerotic changes - 
or congenital defects in the media of the blood-vessel 
walls. According to Goldflam, there is a true 
diapedesis in these cases. 
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The symptoms of this type of bleeding are: (1) 
those associated with meningeal irritation, (2) in- 
creased intracranial pressure, and (3) uniformly 
bloody spinal fluid. If local signs such as paralysis 
occur, they are usually very brief. A large hamor- 
rhage, such as results from the rupture of a good-sized 
aneurism, causes sudden severe headache, uncon- 
sciousness, coma, and death. When the hemorrhage 
is less, the patient suffers from severe headache 
with or without loss of consciousness, nausea, 
vomiting, twitching of the muscles, mental con- 
fusion, and meningeal irritation. These may increase 
until death supervenes. In some cases recovery may 
occur, but frequently is followed by a recurrence. 

The spinal fluid is uniformly bloody, does not clot 
on standing, and when centrifugalized the super- 
natant liquid is yellow. 

In cases due to arteriosclerosis the prognosis is 
poor, the mortality being 80 per cent. In younger 
persons, in whom the condition arises from other 
causes, the mortality is only about 44 per cent. 

The treatment consists largely of repeated lumbar 
puncture except when active bleeding is still taking 
place. Leo M. Davinorr, M.D. 


Peet, M. M.: Advanced Meningococcus Meningitis; 
Treatment by Combined Ventricular, Cister- 
nal and Lumbar Punctures. J. Am., M. Ass., 
1920, Ixxxvi, 1818. 

In spite of specific sera, the mortality of menin- 
coccus meningitis is still from 20 to 25 per cent. 
This, Peet believes, is due to late recognition of 
the disease. In cases which have remained un- 
treated for some time the introduction of serum 
by the lumbar route is inadequate and if the patient 
survives, hydrocephalus develops subsequently 
because of a cerebrospinal fluid block in the region of 
the cisterna magna or higher up.. 

Peet seems to favor the introduction of serum via 
the cistern even in early cases, but for long standing 
cases with evident block he advocates treatment 
with serum into the lumbar sac, cisterna magna, 
and ventricles as well. He reports the case of a child 
of Christian Science parents who delayed medical 
aid until the patient was moribund. Treatment was 
carried out in the triple manner described after two 
blocks had been demonstrated. The child made a 
good recovery and today, two years later, is still in 
excellent health. Leo M. Daviworr, M.D. 


Kolmer, J. A.: ‘The Chemotherapy and Serum 
Therapy of Pneumococcus and Streptococcus 
Meningitis. Arch. Otolaryngol., 1926, iii, 481. 


In an investigation of the various therapeutic 
measures which have been proposed for the treat- 
ment of septic meningitis, the author was led to the 
conclusion that saline irrigation from the ventricles 
to the cistern is the most effective procedure 
available. Dogs were found to be the most suitable 
experimental animals. Over a hundred dogs and a 
large number of rats and rabbits were used. Menin- 
gitis was produced by the cisternal injection of 
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constant amounts of standard cultures under con- 
stant conditions, and untreated controls (of which 
there were always two in each series of from five to 
eight experiments) invariably died after from four 
to seven days. The chemical antiseptics tested 
included ethylhydrocuprein, mercurochrome, gentian 
violet, neutral acriflavine, and rivanol. All of these 
were found to have a bactericidal effect in infected 
spinal fluid in vitro, but were irritating to the 
meninges, especially in the presence of meningitis 
or when the injections were repeated. Chemotherapy 
alone did not suffice to save any of the animals, 
although the lives of some appeared to be prolonged 
by it. The most effective drugs appear to be ethyl- 
hydrocuprein (optochin, numoquin) in pneumo- 
coccus meningitis, and gentian violet in streptococcus 
meningitis. 

The antistreptococcus sera used were a com- 
mercial polyvalent serum and a special concentrated 
serum furnished by Huntoon. Type 1 pneumococcus 
serum, alone or in combination with sodium oleate 
and boric acid or with ox bile, and Huntoon’s anti- 
body solution were tested in pneumococcus men- 
ingitis. The sera were given by the cisternal, 
ventricular, and intravenous routes. The antibody 
solution appeared to have a somewhat beneficial 
effect, but cannot be considered curative. The effect 
of the other sera was questionable. 

The author believes that the danger of producing 
meningitis by lumbar puncture in the presence of a 
bacteriemia is slight and is outweighed by the 
advantages of an early diagnosis. In an uncertain 
case only a little fluid should be withdrawn and the 
withdrawal should be done slowly. If the fluid is 
clear, it may be justifiable to inject antibody solution, 
gentian violet, or mercurochrome intravenously. 

If a purulent fluid is obtained, the author im- 
mediately drains any focus of infection and, under 
ether anesthesia, makes a trephine opening 
through which lavage may be instituted from the 
ventricles to the cistern. In severe cases bilateral 
trephination may be necessary. In the dogs, from 
20 to 40 c.cm. of warm Ringer’s solution was used and 
one treatment was usually sufficient. Lavage from 
the cistern to the lumbar region is of little avail. 

The author is at present engaged in an experimen- 
tal investigation of the effect on miningitis of 
continuous drainage from the cistern or the lumbar 
region, a procedure which has seemed to be of value 
in certain reported cases. Tracy J. Purnam, M.D. 


Pheulpin, E., and De Martel, T.: Neuralgia of the 
Trifacial Nerve of Seven Years’ Duration 
Relieved by Simple Intrabuccal Resection of 
3 Centimeters of the Left Lingual Nerve; Per- 
sistence of the Cure After Twenty Months 
(Névralgie du trijumeau de sept ans soulagée par la 
simple section par voie buccale de lingual gauche 
réséqué sur 3 centimétres; guérison maintenue depuis 
vingt-cing mois). Bull. et mém. Soc. nat. de chir., 1926, 
lii, 92. 

The author reports the case of a man who suf- 
fered the most excruciating trifacial neuralgia for 
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seven years in spite of alcohol injections into the 
nerve, the use of anodynes, electricity, and radio- 
therapy, and the performance of an _ operation. 
The nature of the operation is unknown. 

When Pheulpin saw the patient he gave him a 
strong solution of chloral in chloroformated water 
to hold in his mouth. This caused great relief, a 
fact suggesting that the pain was due to a super- 
ficial branch of the trifacial nerve in the mouth. 
The pain was stopped by an intrabuccal injection 
of novocain into the lingual nerve. Under anwsthe- 
sia, induced with a 1:200 solution of novocain, 
Pheulpin therefore made the classical incision 4 cm. 
long in the gingivolingual fold and resected 3 cm. of 
the left lingual nerve. 

At the time of this report, twenty-five months 
after the operation, the pain has not recurred. 
The tic of the left half of the face still persists, but 
is painless and much less marked. The partial 
facial paralysis also persists, but the reflex move- 
ments of the neck and shoulder have ceased. 

The author concludes that if the branch of the 
trifacial nerve which causes the pain can be located, 
the effect of resecting this branch should be tried 
before a more serious operation is considered. 

Martel says that the operation described has 
undoubtedly been of great benefit, but when it 
gives only temporary relief, one branch of the nerve 
after another must be resected and finally section 
of the nerve root becomes necessary. 

In discussing this report, RosiNeAu said that in 
several instances he has been obliged to operate 
radically after section of one or several peripheral 
branches of the trifacial nerve. In some of these 
cases it appeared at first that a cure had been 
obtained, but the pain returned after an interval 
of from three to five years. He therefore concludes 
it better to extirpate the root of the trifacial nerve 
radically and at once than to waste time with 
operations on the peripheral branches. 

Auprey G. MorGan, M.D. 


Sears, W. H.: Otogenic Paralysis of the Abducens, 
with Especial Mention of Isolated Palsy 
Associated with Irritation of the Gasserian 
Ganglion. Ann. Olol., Rhinol. & Laryngol., 1926, 
xxxv, 348. 

This article is a rather elaborate report of twenty- 
six cases of otogenic paralysis of the abducens, a 
tabulation of 170 others from the literature, and a 
full bibliography. 

Otogenic abducens paralysis is usually seen as 
a part of Gradenigo’s syndrome—otitis media, 
external rectus palsy, and pain referred to the dis- 
tribution of the trigeminus. The abducens passes 
from the posterior fossa through the dura, along 
Dorello’s canal (formed by a bridge of dura over the 
zroove between the posterior clinoid process and the 
sphenoidal spine of the petrosa), and then just 
mesial to the gasserian ganglion to the orbit. The 
ganglion and the nerve may therefore be attacked 
together by an infection passing through the apex 
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of the petrous bone. The immediate lesion may be 
localized meningitis or an abscess. 

The nerve may be involved also independently of 
the ganglion, and even on the side opposite the 
otitis. Cushing has suggested that it may be caught 
and compressed by branches of the basilar artery 
as the result of the intracranial pressure of oedema 
of the brain-stem. The author calls attention to 
the anatomical variations of Dorello’s canal and to 
the fact that this canal may be so small and shallow 
as to afford little protection against an increase 
of intracranial pressure. Other theories are also 
discussed. 

In the majority of cases studied bacteriologically, 
streptococci were found. The streptococcus mucosus 
was always a particularly destructive organism, 
and its appearance in culture should usually be 
considered an indication for operation. The gross 
mortality in the reported cases of otogenic abducens 
paralysis was 18 per cent. Tracy J. Purnam, M.D. 


SPINAL CORD AND ITS COVERINGS 


Peiper, H.: The Results of the Roentgen Diagnosis 
of Diseases of the Spine and Spinal Cord with 
the Use of Iodipin Injections (Ergebnisse der 
Roentgendiagnostik der Erkrankungen der Wirbel- 
sacule und des Rueckenmarks vom Standpunkt der 
Jodipininjektion). Deutsche med. Wchnschr., 1926, 
lii, 22. 

In cases of meningeal adhesions the roentgen 
picture made following the injection of iodipin may 
show the same signs of iodipin blockade as those 
caused by tumors. When there is total occlusion, 
the separation of the iodipin masses in the form of a 
crest, a signet ring, or a stalactite suggests chronic 
meningitis. Syphilitic pachymeningitis may produce 
a similar picture. In the presence of incomplete 
block, adhesive processes are indicated by dis- 
seminated, drop-like, and slow progress of the 
injected iodipin. 

When there are manifestations of compression of 
the spinal cord, myelography is justified only when 
other methods fail to reveal a spinal tumor. 

In cases of intraspinal tumors, myelography is 
very reliable. Operation is indicated only when the 
findings are definitely positive. For segmental 
diagnosis myelography is more dependable than 
neurological tests. It is therefore indicated in every 
case of known or suspected intraspinal tumor. It is 
usually impossible to tell by myelography whether 
the tumor is extramedullary or intramedullary, to 
discover its position in relation to the dura or the 
circumference of the spinal cord, or to determine its 
nature. However, in one instance the author was 
able to diagnose the extramedullary position of a 
tumor by this procedure because the spinal cord 
was made visible by the iodipin and was seen to 
be normal in thickness. For the early diagnosis of 
spinal cord tumors myelography is superior to all 
other methods. The author does not recommend the 
lumbar injection of iodipin to demonstrate the lower 
pole of a tumor. 








376 INTERNATIONAL ABSTRACT OF SURGERY 


In fractures of the vertebre with injury to the 
cord myelography has great possibilities. Its find- 
ings may be decisive when the indications for 
operation are not clear. It is of value also for the 
recognition of so-called late injuries of the cord 
following fracture of the spine, such as pocket 
formation and fibrosis of the meninges. 

In the technique used by the author, 4o per cent 
iodipin is injected into the cisterna cerebellomedul- 
laris. The maximum dose is 2 c. cm. The first 
puncture must penetrate the membrane. If other 
punctures are made, the iodipin may escape from 
them into the muscles of the neck. The roentgen 
picture should be taken immediately after the in- 
jection, and with the patient in a moderately oblique 
position. 

Signs of irritation are noted in about 50 per cent 
of the cases, but no deaths from the procedure have 
been reported. ‘The absorption of the oil requires 
two years or longer. The possibility of injury 
depends upon the dose, as was demonstrated 
experimentally by Klose and Peiper. Nonne proved 
that, in the dose usually given, iodipin is not danger- 
ous to the human spinal cord. 

Myelography is to be regarded as a strictly sur- 
gical procedure and should be performed only by 
those who are experienced in the work and on the 
most definite indications. 

The article contains a number of excellent 
sketches and roentgen pictures. BERNSTEIN (Z). 


PERIPHERAL NERVES 


Sergent, E., Baumgartner, R., and Bordet, F.: 
Eight Cases of Phrenicectomy (A propos de huit 
cas de phrénicectomie). Bull. ct mém. Soc. méd. d. 
hép. de par., 1926, xlii, 20. 

Alexander has reported 240 cases of phrenicectomy 
without a serious accident. Leriche reported one 
death on the day after operation in a case of uni- 
lateral caseous pulmonary tuberculosis (not veri- 
fied by autopsy) in which, after functional ameliora- 
tion, pneumothorax with mediastinal emphysema 
developed, and another death, due to asphyxia, 
which occurred on the operating table in a case in 
which phrenicectomy was done as an adjunct to 
pneumothorax for bronchiectasis and autopsy 
showed inundation of the bronchi of the opposite 
lung. To prevent inundation of the bronchi of the 
opposite lung, Sergent performs the operation with 
the patient in the sitting position. This is advisable 
especially when there is considerable expectoration. 

The cicatricial processes of true curative value— 
not the functional amelioration which often results 
from simple immobilization of half of the diaphragm 
—may not occur until after from six to eight months. 
Hence failure of the operation must not be assumed 
too soon, especially when the lesions are extensive, 
old, and complicated by phrenocostal adhesions. 
In general, the time required for recovery parallels 
the rate at which the diaphragm becomes elevated. 
The authors have never seen true and definite im- 


provement without a marked rise of the para- 
lyzed half of the diaphragm. The earlier and the 
more marked the rise, the greater the chance of 
healing. An elevation of the diaphragm not over 
2 cm. has practically no effect upon the lesion. In 
some cases the ascent may be early and progressive, 
but in others it may not occur until late and may 
not make marked progress until after many months. 

There is a chance of benefit as long as the rise of 
the diaphragm is not completely arrested, but a de- 
lay in its rise not only retards but may destroy the 
effect desired as it permits extension or complications 
of the disease, especially in pulmonary tuberculosis 
and certain bronchiectases and suppurations of the 
base of the lung. The favorable effect of dia- 
phragmatic hemiplegia on expectoration may cause 
retention. 

The best indication for phrenicectomy in tuber- 
culosis is a pleuropulmonary lesion limited to the 
base of the lung. According to some statistics, the 
operation is best performed as an adjunct to pneu- 
mothorax or thoracoplasty, but recently it has been 
performed independently of other procedures. In 
bronchiectasis limited to the base of the lung it may 
lead to recovery unless the lower lobes have been 
rendered stony hard by the disease. ‘The authors 
believe that phrenicectomy is one of the first sur- 
gical procedures to be tried in unilateral bronchi- 
ectasis or abscess of the lower lobe. In such cases it 
is especially valuable as an adjunct to thoracoplasty 
or pneumothorax. Diaphragmatic hemiplegia di- 
minishes the danger of rupture to which a simple 
pneumothorax exposes an intrapulmonary suppu- 
rative collection. Rist believes that the ideal treat- 
ment for bronchiectasis is artificial pneumothorax 
and that phrenicectomy should be limited to cases 
in which total or partial pleural union renders 
artificial pneumothorax impossible. 

The authors have performed phrenicectomy in 
two cases of pulmonary tuberculosis, four of bronchi- 
ectasis, and three of foetid pulmonary suppuration. 
From the results they conclude that it is a relatively 
harmless procedure, the effect of which varies 
according to the nature and extent of the lesions. 

WALTER C. Burkert, M.D. 


SYMPATHETIC NERVES 


Jonnesco, T. and Ionescu, D.: Experimental and 
Clinical Investigations of the Functional 
Condition of the Heart and Blood Vessels 
Following Extirpation of the Cervicothoracic 
Sympathetic Chain (Experimentelle und klinische 
Untersuchungen ueber den funktionellen Zustand 
des Herzens and der Gefaesse nach Extirpation des 
cervico-thorakalen Sympathicusstranges). Ztschr. 
f. d. ges. exper. med., 1926, xlviii, 516. 


Experimental studies on dogs and human beings 
have shown that the accelerator nerves are not 
necessary for life. In patients subjected to resec- 
tion of these nerves some time ago, the authors 


found that the variation in pulse frequency and - 


blood pressure was within the normal limits. 
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Disturbances of rhythm were not observed. Func- 
tional tests of the heart by means of graduated 
exercises gave good results in those recently operated 
upon and those operated upon some time previously. 
In patients sympathectomized for angina pectoris, 
the pulse returned to its original rate within two 
minutes. Exclusion of the coronary-constrictor and 
other pressor reflexes is followed by improvement 
in the myocardial circulation. 

Roentgenological studies showed that Jonnesco’s 
operation has no influence on the shape or the va- 
rious diameters of the heart. 

Experiments on dogs demonstrated that the 
removal of both stellate ganglia does not influence 
the various waves of the electrocardiogram. In 
clinical cases no increase in the conduction time was 
found even when bilateral sympathectomy had 
been done. In the authors’ opinion, this fact 
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indicates that, in the absence of the accelerators, 
the vagi do not develop a negative dromotropic 
effect. Following the intravenous injection of 0.01 
mgm. of adrenalin in the cases of bilaterally sym- 
pathectomized patients there was an increase in the 
pulse rate and blood pressure. This observation 
shows that, in the absence of the accelerators, the 
heart reacts to adrenalin as it does under normal 
conditions. 

After bilateral section and subsequent degenera- 
tion of the sympathetic nerve endings, ergotamin in 
small doses caused a slowing of the pulse and a drop 
in blood pressure. 

In conclusion, the authors state that cervico- 
thoracic sympathectomy is not a palliative, but a 
curative operation as it causes the cessation of the 
attacks by removing all efferent pathways. 

RiEDER (Z). 








SURGERY OF 


CHEST WALL AND BREAST 


Warren, S. L.: The Bacterial Flora of Cancer of the 
Breast. Am. J. M. Sc., 1926, clxxi, 813. 


Warren cultured micrococci and diphtheroids from 
cancer tissue obtained from seven human breasts 
without obvious areas of infection. ‘The same 
organisms were present also in a breast affected with 
chronic mastitis and in parts of a breast not involved 
by cancer. Warren concludes that these organisms 
are casual inhabitants of the breast structures and 
play no direct part in the production of cancer of 
the breast. From a review of the literature he con- 
cludes that Nyzum’s micrococcus, which seems to 
be the same as the one he describes, has been ob- 
tained at different times in the past but has been 
given different names. J. Frank Doucury, M.D. 


Pfahler, G. E., and Widmann, B. P.: The Relative 
Value of Various Techniques in the Radiation 
Treatment of Carcinoma of the Breast as 
Reflected in the Statistical Analysis of 701 
Private Cases, with Observations as to the 
General Value of Radiation.  Kuadiology, 1926, 
vi, 493- 

During the past twenty-five years Pfahler’s 
technique in the treatment of carcinoma of the 
breast has varied. The early cases were treated 
with unfiltered rays by fractional doses often 
repeated. After 1905, a leather filter was used first 
but later was gradually supplemented by aluminum 
filters. As more penetrating rays were applied, the 
thickness of the latter was increased, and from 1910 
to 1922, usually ranged from 4 to6 mm. Since 1922, 
high-voltage rays with a 0.5 mm. copper filter have 
been employed. : 

Up to 1905, the treatment was given chictly over 
the operative field without definite limitations of 
the area involved. Between 1g05 and 1g1to cross- 
firing was developed, the rays being delivered into 
the mammary region, the axilla, and the supra- 
clavicular region. Beginning at about 1910, definitely 
outlined fields of limited extent were irradiated, 
this practice being followed until 1922. With the 
use of high-voltage and highly filtered rays, fields 
became larger. At first an intensive method of 
treatment was used, the entire dose being given in 
from one to three days. As this caused considerable 
radiation sickness, it was gradually replaced by 
the use of less penetrating rays given in fractional 
doses over various areas, depending upon the 
extent of the lesion and the patient’s condition. A 
table shows the radiation values according to the 
year of beginning treatment and expressed in 
percentages of patients alive after three and five 
years. 
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The general impression gained by the authors 
was that each advance in technique was followed 
by an improvement in the results obtained. No 
accurate comparison year by year was_ possible 
because of the variability in the character of the 
cases treated. 

With a view toward making approximate esti- 
mates of the value of radiotherapy in cancer of the 
breast, the histories of 7or cases referred for such 
treatment are analyzed in detail and the findings 
compared with the statistics of cases treated by 
other methods. The cases included early operable 
ones in which operation was contra-indicated or 
refused, late operable cases with glandular involve- 
ment, recurrent operable cases of advanced re- 
currence and metastasis, and primarily inoperable 
cases. In some of them radiotherapy only was used; 
in others, it was employed in conjunction with 
surgery. 

The article includes tables showing the types of 
cases, the extent of the involvement, and the 
duration of life after beginning treatment. The 
percentages of patients alive after three and five 
years in the different groups compare very favorably 
with those of surgical longevity tables, especially in 
the late operable and recurrent cases. In the pri- 
marily inoperable cases treated by irradiation, the 
average duration of life was considerably longer than 
in untreated cases reported by others. 

An analysis of the results obtained indicates very 
clearly the great advantage of radiation therapy in 
carcinoma of the breast as an adjunct to surgery 
and in the hopeless recurrent and inoperable cases. 
It is of value not only in increasing the duration of 
life but also in relieving the suffering. Good end- 
results depend upon the early recognition and early 
treatment of the condition. The patient will survive 
longer if radiation treatment can be instituted early 

at the latest, from two to four weeks after 
operation. Apoteu Harrunc, M.D. 


Klopp, E. J., Billings, A. E., Manges, W. F., and 
Gibbon, J. H.: Symposium on Surgery of the 
Breast. Allantic M. J., 1926, xxix, 520, 522, 524, 


520. 

Kopp, in discussing carcinoma of the lactating 
breast, calls attention to its marked malignancy 
and states that when the diagnosis is made it is 
too late for surgical intervention. Suppurative 
mastitis, the condition with which it is most often 
confused, is characterized by bright redness of the 
skin, elevation of the temperature and leucocyte 
count, and the presence of fluctuation. In carcinoma 
of the lactating breast there is usually no lump and 
the skin shows a brawny induration. As most of 
the patients operated upon die within a few months 
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and many of the others show early involvement of 
the other breast, Klopp advocates treatment with 
radium and the X-rays. He reports three cases, 
in all of which the disease was rapidly fatal. 

Bil Lincs states that pyogenic infections of the 
breast are usually caused by the staphylococcus or 
streptococcus aureus and result in either an acute 
mastitis or abscess formation. The abscesses are 
subareolar, intramammary, or retromammary. In 
opening superficial abscesses Billings uses the 
ordinary incision radiating from the nipple, but for 
deep abscesses he advocates more general use of the 
Thomas-Warren incision (beneath the inferior 
surface of the breast) with through-and-through 
drainage for generalized infection and the employ- 
ment of Dakin’s solution. 

Tuberculosis of the breast, which may be primary 
or secondary, is rare, only about 200 cases having 
been reported. The most common initial sign of 
tuberculous mastitis is a painless lump. The course 
of the condition is more rapid than that of carci- 
noma. The suggestive signs are rapidity of develop- 
ment and changes in the size and consistency of the 
tumor, early axillary lymph-node involvement, a 
marked tendency toward the formation of abscesses 
and fistula, and retraction of the nipple. The most 
satisfactory treatment is complete excision of the 
breast and involved lymph nodes. 

Syphilis of the breast may be manifested by the 
initial lesion, a mucous patch, a diffuse mastitis of 
the secondary stage, or gumma formation. It is 
difficult to make a differential diagnosis between 
gummata, the infiltrating mastitis of the secondary 
stage, and carcinoma, but with proper investiga- 
tion, laboratory aid, and, if there is doubt with 
regard to the Wassermann reaction, a therapeutic 
test with antisyphilis treatment, the nature of the 
condition will usually be revealed. The treatment 
of syphilis of the breast is, of course, the treatment 
of constitutional syphilis. 

Actinomycosis and sporotrichosis of the breast are 
very rare conditions due to fungi. A diagnosis of 
either in the early stages is rarely possible. Only by 
laboratory aid can a positive diagnosis be made. 
Excision of the involved tissue with the free admin- 
istration of iodides internally and the use of Lugol’s 
solution locally are the measures employed in the 
treatment of both. 

Mances holds that in carcinoma of the breast 
X-ray therapy is usually second in importance to 
surgery, but in cases which are not suitable for 
surgery, such as those with recurrence or metas- 
tases, it is of first importance. 

The X-rays are of definite value in determining 
whether or not there are metastatic lesions in the 
chest or bones. Such studies should be made 
routinely before operation. When there is evidence 
of metastases in the bones or within the chest 
the lesion is primarily inoperable. 

In advanced inoperable cases in which there is 
much destruction of breast tissue and the lesion is 
firmly attached to the chest wall or there is massive 


glandular involvement, or the intrathoracic lesions 
are extensive, a cure is not to be expected from the 
use of the X-rays or surgery or of both. If the pa- 
tient still has the strength to withstand the reac- 
tions from X-ray treatment, the results in such 
cases are about as follows: first, relief of the pain 
(at times this is striking, permitting the discon- 
tinuance of morphine); second, control of the 
hemorrhage and sloughing; third, retardation of 
the progress of the disease both in the primary 
growth and in the metastatic area; fourth, encour- 
agement of the patient and to some extent restora- 
tion of her social status; fifth, occasional conversion 
of an inoperable case into an operable case; and 
sixth, prolongation of life.. 

Postoperative X-ray treatment should be given 
only when the wound has healed sufficiently so that 
there will be no danger of its separating as the 
result of the action of the rays on the young scar 
tissue. This time is from two to four weeks after 
the operation. 

GIBBON states that in their zeal to operate early 
and thoroughly surgeons have become rather care- 
less with regard to diagnosis and many of them 
make little attempt to differentiate from cancer any 
of the benign growths except the hard adenomata 
occurring in the breasts of young women. Any other 
mass in the breast of a woman near 4o years of age 
they have considered suflicient warrant for removal 
of the breast. 

In an analysis of his last 200 breast cases (exclud- 
ing infections), Gibbon found that the non-malig- 
nant breast conditions requiring surgical treatment 
were nearly as common as the malignant (45 per 
cent of the 200). ‘The diagnosis of benign tumors is 
usually not difficult, but when it is, the decision 
should be made by the excision of considerable 
breast tissue rather than by incision. 

Cysts of the breast are very common and rarely 
undergo malignant change unless they are subjected 
to improper treatment such as irradiation. They 
are most common in women who have not borne 
children, and occur usually between the ages of 30 
and 45 years. Asarule they are single, but they 
may be multiple and sometimes occur simulta- 
neously in both breasts. A cyst is often a painful 
condition, especially if it is of rapid development. 
The pain and soreness are increased by menstrua- 
tion. Palpation reveals circumscription and fluctua- 
tion, the one when the breast is gently rolled on the 
chest wall under the hand and the other when the 
tumor is held against a rib and palpated with two 
fingers. 

When the breast is large and the cyst is small, 
fluctuation is sometimes difficult to detect and often 
overlooked. 

Enlargement of the axillary lymph glands is never 
present unless suppuration has occurred in the cyst, 
which is extremely rare and easily determined 
from the local signs. 

Chronic cystic mastitis is not so easily diagnosed 
as cancer or the single cyst because its physical 
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signs are often more vague. It occurs, as do cysts 
and cancer, at about middle adult life. The patient 
complains of pain or discomfort in the breast, 
especially at the menstrual period, a history rarely 
obtained in cancer. The area of the breast involved 
is usually the lower and outer quadrant, and often 
a certain amount of induration and sometimes lobu- 
lation of the breast tissue can be felt in this region. 
Such patients should not be turned away with the 
statement that nothing is wrong, but should be 
advised to present themselves every two or three 
months for examination. 

A discharge of serum or of blood from the nipple 
used to be considered evidence of malignancy. 
This is not rare after the menopause, especially if 
the latter has been brought about by surgery, radium, 
or the X-rays, and is of no serious significance. 
However, if the discharge is accompanied by ulcer- 
ation of the nipple or by a mass under it, operation 
is indicated. 

The fibromata or, more correctly speaking, the 
adenomata, are easily recognized. ‘They occur in 
young adult life or adolescence and they may be 
single or multiple. They are hard or tense, freely 
movable, smooth, and rarely painful. The papil- 
lary cystadenoma is a benign tumor and has been 
included with the adenomata. 

Fixation of the skin, an indefinite outline (except 
in chronic cystic mastitis), nodular hardness, retrac- 
tion of the nipple, and, of course, glandular enlarge- 
ment should preclude a diagnosis of a_ benign 
condition and any delay in the performance of a 
radical operation. 

Gibbon recommends the Thomas or Warren in- 
cision along the lower and outer periphery of the 
breast, separation of the breast from the pectoral 
muscle, its elevation so that the entire under- 
surface can be seen and felt, and the excision of a 
certain amount of the surrounding breast tissue 
with the tumor or cyst. If necessary, all of the 
breast tissue can be removed through this incision. 
X-ray, radium, and manipulative therapy should 
never be used in benign breast conditions as they 
may stimulate degenerative changes. 

jJoun J. MAtonry, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Pouzin-Malégue, Y.: Separation of a Pleural Ad- 
hesion in the Course of the Fourth Year of 
Insufflation of an Artificial Pneumothorax 
(Décollement d’une adhérence pleurale au cours de 
la quatriéme année d’insufflation d@’un pneumotho- 
rax artificiel). Bull. ct mém. Soc. méd. d. hip. de 
Par., 1926, xlii, 52. 

The author reports the case of a patient 32 years 
old who was treated for extensive fibrocaseous tuber- 
culosis of the left lung by artificial pneumothorax over 
a period of four years. In the first year, injections 
were made every fifteen days; in the second year, 
every 3 weeks; in the third year, every four weeks; 
and in the fourth year, every five weeks. Several 
insufflations werejfollowed by collapse of the lung 
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except in the left upper thorax which was blocked 
by an adhesion at the level of the hilus (shown by 
the X-ray). The treatment caused cessation of the 
bruit, almost complete subsidence of the functional 
symptoms, and disappearance of the tubercle bacilli 
from the sputum. After four months the cough was 
negative, the expectoration slight, and the tempera- 
ture normal. 

The X-ray picture remained constant until the 
fourth year. After a 400-c.cm. injection with a 
terminal pressure of +6 during the fourth year, 
the X-ray showed retraction of the left apex toward 
the midline. On the following day, pain suddenly 
developed in the left side and the temperature rose 
to 38 degrees C. for two hours. The next insufflation 
also was followed by fever, but subsequent injec- 
tions were afebrile. The X-ray showed total pneu 
mothorax on the left side. 

The author considers this case unusual. The 
adhesion was extremely solid; for nearly three years 
it resisted an average pressure of +14 (sometimes 
+17); and in the fourth year yielded suddenly, 
thereby transforming a partial into a complete 
pneumothorax. The case shows also that a non- 
collapsed portion of lung does not necessarily have 
the visceral and parietal pleura adherent over its 
entire surface. 

The partial pneumothorax gave a very satisfac- 
tory result. If collapse of the upper part of the 
left lung had seemed advisable it might have been 
accomplished by injecting above as well as below 
the adhesion. Watter C. Burkert, M.D. 


Manges, W. F.: Non-Opaque Foreign Bodies in the 
Air Passages: X-Ray Diagnosis and Localiza- 
tion. Brit. J. Radiol., 1926, xxxi, 119. 

A non-opaque foreign body lodged in a bronchus 
may be diagnosed and localized by means of the 
X-ray with almost the same degree of certainty as 
an opaque foreign body. Non-opaque foreign bodies 
which are not found at the first examination are 
often revealed when repeated examinations are 
made. Most non-opaque foreign bodies belong to 
the vegetable kingdom. They may produce ob- 
structive emphysema, atelectasis, drowned lung, or 
lung abscess. 

Obstructive emphysema is a condition in which 
the lung distal to the foreign body is overdistended 
with air because there is greater obstruction to the 
air current at expiration than at inspiration. The 
area of lung involved depends upon the location of 
the foreign body. When it is in the main bronchus, 
one entire Jung is overdistended and may come to 
occupy a very large portion of the chest cavity at 
expiration. Therefore the X-ray signs of foreign 
body in a bronchus which are due entirely to 
mechanical factors are the following: 

1. Increased transparency of the affected lung, 
the rays passing through the affected side more 
readily. 

2. Depression and limitation of motion of the 
diaphragm on the affected_side. The diaphragm on 











dd 
Vy 
1e 
al 


lli 








SURGERY OF THE CHEST 381 


the afiected side is frequently considerably lower at 
expiration than at inspiration because of the more 
powerful contraction of the intercostal muscles com- 
pressing the obstructed lung and forcing the dia- 
phragm down. The excursion on the unaffected 
side is at times most striking. 

3. Displacement of the heart and the other 
mediastinal structures to the unaffected side at 
expiration. At times the heart seems to swing like 
a pendulum from the upper mediastinum, and at 
other times it seems that the entire mediastinum, 
both upper and lower, moves laterally to almost the 
same degree. In the former case the obstruction is 
probably limited to the lower half of the chest, and 
when there is noticeable displacement of the upper 
mediastinum there is probably also obstruction to 
the upper Jobe bronchus. 

Atelectasis occurs when the size and shape of the 
foreign body are such that it obstructs the bronchus 
completely to inspiration. Whatever the cause of 
such plugging, the air distal to the foreign body is 
rapidly absorbed and the lung shrinks to small size 
and becomes a mass of solid tissue casting a homo- 
geneously dense shadow. The X-ray diagnosis 
depends upon the density of the shadow, the diminu- 
tion in the size of the lobe or lung involved, and the 
displacement of the heart and mediastinal structures 
to the affected side. 

Drowned lung is a condition in which exudate 
arising distal to the foreign body gradually goes by 
gravity into the smaller bronchi and air vesicles, 
filling them and driving out the air or causing it to 
become absorbed. The exudate adds density to the 
Jung shadow and may be present in such quantity 
that the lung involved may still occupy its normal 
space in the chest. 

Lung abscess may occur fairly early after the 
aspiration of the foreign body. When there is evi- 
dence of an infectious pneumonia in the distribution 
of the bronchi of the lower lobe it is most probable 
that the lesion is due to the aspiration of foreign 
material unless there is a very definite history of 
some other cause. , 

When the foreign body is in the trachea the fol- 
lowing signs are noted: 

1. An increased transparency of both of the 
lungs. 

2. Depression and limitation of motion of both 
sides of the diaphragm. The diaphragm is lower at 
expiration than at inspiration because of the more 
powerful contraction of the accessory muscles of 
respiration. When there is obstructive emphysema 
of both lungs, the diaphragm moves downward 
and seems to leave the heart suspended in the chest 
so that its entire lower border is visible. 

3. Rotation of the heart so that its transverse 
diameter is less at expiration than at inspiration. If 
it is found that the heart shadow is narrower at 
expiration than at inspiration, we may conclude 
that there is expiratory difficulty because the chest 
wall contracts at expiration even when there is 
expiratory obstruction. 


Occasionally there are cases showing overdisten- 
tion of both lungs, but at the end of expiration the 
heart goes a little more to one side and the dia- 
ogy is depressed on one side more than on the 
other. 

In such cases the foreign body is at the bifur- 
cation and producing expiratory obstruction on 
both sides but a little more obstruction on one side 
because it has a tendency to go into the bronchus 
on that side. 

When the foreign body is in the main bronchus 
and the expiratory obstruction is only slight, locali- 
zation as to the exact position in the bronchus is 
difficult, but when the obstruction is more marked 
it becomes apparent that one entire lung is involved 
and the aorta as well as the heart is displaced 
laterally. 

When the foreign body is below the upper lobe 
bronchus and the obstruction is slight, localization is 
difficult, but when the obstruction is marked, the 
signs are positive for localization because it is seen 
that only the lower part of the lung remains over- 
distended at expiration and the heart swings more 
like a pendulum with the aorta remaining fairly 
fixed. 

In true atelectasis and drowned lung the localiza- 
tion is apparent. In areas of infection the foreign 
body may either go into the center of the infected 
area or remain at its original location, held by con- 
tracting cicatricial tissue. Raymonp GREEN, M.D. 


Tucker, G.: Recent Developments in Peroral 
Endoscopy: (sophagoscopy and Bronchosco- 
py for Disease: Report of Cases. Surg., Gynec. & 
Obst., 1926, xlii, 743. 

Tucker reports two cases of postoperative mas- 
sive collapse of the lung which were examined 
bronchoscopically. 

The first was that of a boy 13 years of age who 
was operated upon under ether anaesthesia for the 
drainage of an appendiceal abscess. Thirty-six 
hours after the operation the patient became very 
ill and collapse of the right lung was shown by 
the X-rays. The expectoration was typically te- 
nacious. Bronchoscopy carried out forty-eight 
hours after the onset of symptoms showed the 
tracheal mucosa to be reddened and gray. The 
lower trachea and right bronchus were definitely 
inflamed. ‘The stem bronchus of the right middle 
and lower lobes was completely blocked by thick 
tenacious secretion. This secretion was aspirated. 
Physical and X-ray examination immediately after 
the aspiration showed that air was entering the 
right lung and that the displacement of the heart 
toward the right side was less. Within twenty-four 
hours the collapse recurred, but at the end of 
forty-eight hours the lung had begun to clear. 
Bronchoscopy at the end of the third day showed 
a marked diminution in the inflammatory reaction 
of the trachea and bronchus. The secretion was thin 
and could be aspirated without any difficulty. 
Recovery was uneventful. 
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The second case was that of a 6-year-old boy, 
who was operated upon under ether anazsthesia for 
the closure of a gastrostomy fistula. Thirty-six 
hours after the operation pulmonary symptoms 
developed and by the end of forty-eight hours there 
were typical signs of massive collapse of the lung. 
At bronchoscopic examination seventy-two hours 
after the operation the left bronchus was found 
greatly inflamed and filled with a thick tenacious 
secretion. Following the aspiration of 10 c.cm. of 
the secretion, air entered the left lung. One and 
one-half hours later roentgenograms showed the 
left lung to contain considerable air, but after forty- 
two hours the lung was again collapsed. After the 
aspiration of 14 c.cm. of tenacious secretion the 
lung again became aereated. Three days later, 
because of a recurrence of the pulmonary collapse, a 
third bronchoscopy was done. ‘The secretion was 
then much less viscid. Three subsequent bronchos- 
copies were carried out. 

Postoperative pulmonary abscesses may result 
from the inspiration of infected material or from a 
blood-borne infection. Those caused by the inspira- 
tion of infected material directly into the bronchial 
tree are best treated by early aspiration through the 
bronchoscope. Three cases of pulmonary abscess 
treated bronchoscopically are reported. 

Case 1 was that of a man 4o years of age who 
developed pulmonary symptoms four days after a 
tonsillectomy and was treated medically for four 
months. Bronchoscopic studies revealed an abscess 
in the lower lobe of the left lung. Expectant treatment 
for four weeks brought about slight improvement. 
The patient then developed a higher fever and the 
involved area increased in size. Eight bronchoscopic 
treatments carried out at semi-weekly intervals 
resulted in a complete cure after two months. When 
the patient was first admitted to the hospital 
bronchoscopic treatment was contra-indicated by 
pleural involvement. 

Case 2 was that of a boy 714 years of age who 
developed a cough the first week after a tonsillec- 
tomy. Upon his admission to the hospital seven 
weeks after the operation a pulmonary abscess was 
located in the right upper lobe. Following bronchos- 
copy there was considerable foetid sputum. After 
a second bronchoscopy at which considerable puru- 
lent material was aspirated from the right upper 
lobe, the temperature fell to normal and uneventful 
recovery resulted. 

Case 3 was that of a man 30 years of age who 
complained of pain in the chest two days after an 
operation on the lower jaw. Upon the patient’s 
admission to the hospital three weeks later an 
abscess was found in the middle and lower lobes of 
the right lung. Bronchoscopic treatment was 
carried out at weekly intervals. After five such 
treatments the inflammatory reaction had almost 
entirely disappeared. Three weeks later the bron- 
chus was practically normal and the bronchial tree 
free from pus. At the end of four months the 
patient was considered cured. 
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Tucker reports also a case of malignancy of the 
thyroid in which the bronchoscope was used as an 
aid to tracheotomy. The compression and distortion 
of the trachea were so great that tracheotomy 
would probably have been impossible without bron- 
choscopy. In a case of lymphosarcoma of the 
mediastinum tracheotomy was performed with the 
bronchoscope in situ. Because of the marked com- 
pression of the trachea down to its bifurcation and 
compression of the left bronchus a Jackson cane 
tracheotomy cannula was used to permit free 
access of the air to the right lung. In a case of 
retropharyngeal oesophageal abscess which was 
drained the bronchoscope was used to keep the 
trachea open and to aspirate purulent material 
accumulating in the trachea. 

ALTON OcusNner, M.D. 


Kern, R. A.: Lung Abscess from the Medical 
Standpoint. Am. J. Roentgenol., 1926, xv, 407. 
Pancoast, H. K.: The Roentgen-Ray Diagnosis of 

Lung Abscess. Am. J. Roentgenol., 1926, xv, 410. 
Tucker, G.: Bronchoscopic Treatment of Lung 
Abscess. Am. J. Rocnigenol., 1926, xv, 410. 
Muller, G. P.: Surgical Aspects of Lung Abscess. 
Am. J. Roentgenol., 1926, xv, 421. 


KERN: In many cases of lung abscess the respon- 
sibility for the diagnosis and the selection of the 
method of treatment falls largely on the internist. 
The multiplicity of causes producing lung abscess 
makes it impossible to speak of a typical clinical 
picture in the early stages as the symptoms depend 
in a measure on the cause. Abscesses of post-pneu- 
monic origin, those following tonsillectomy or other 
operations in a septic field, and those due to aspirated 
foreign bodies present different clinical pictures at 
the onset, but cases of long standing from any 
cause look very much alike, all showing evidences 
of long-continued sepsis with the unmistakable 
signs of a lung lesion. The physical signs are va- 
riable, depending upon the location of the lesion and 
the stage at which the examination is made. Deep 
abscesses and those near the hilum may give few or 
no signs, while superficial ones may present the 
findings of a localized consolidation or cavity. 
Diagnosis by attempted aspiration is condemned. 

An abscess in an upper lobe is more apt to have 
adequate natural drainage than a lower lobe Jesion 
and therefore is less likely to require external 
drainage. 

An abscess situated close to the lung hilum is not 
only in close relation to large bronchi and therefore 
likely to drain spontaneously, but is also in an 
excellent position for bronchoscopic approach. On 
the other hand, an abscess close to the periphery of 
the lung which is connected with only small terminal 
bronchi can rarely be emptied satisfactorily by 
postural drainage and is difficult to reach with the 
bronchoscope. For the treatment of such a lesion 
surgery usually becomes necessary. 

All cases of lung abscess require medical treat- 
ment at first, regardless of their subsequent course. 
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This should include postural drainage, rest in bed 
during the febrile stage, and a high-calorie diet to 
maintain the patient’s nutrition and strength. The 
drugs to be used depend upon the indications. Some 
cases are benefited by autogenous vaccines prepared, 
preferably, from uncontaminated material obtained 
through the bronchoscope. Bronchoscopic treat- 
ment also is frequently of great value. Medical 
treatment should not be persisted in too long. It 
should be checked by frequent careful observations 
of the physical signs and roentgen examinations. 
An abscess which has not cleared up at the end of 
three months is not very likely to do so thereafter 
without the aid of surgery. 

Pancoast: The roentgen-ray examination of a 
case of lung abscess should be preceded by a care- 
ful clinical study. The purpose of the X-ray exam- 
ination is primarily to confirm the clinical diagnosis, 
to furnish the additional information needed to 
establish it, or occasionally, to present the entire 
pathological picture necessary to explain the sub- 
jective symptoms or to correct a mistaken opinion. 

The interpretation of the roentgen-ray evidence 
of pulmonary abscess is usually not difficult, but the 
findings are not always strikingly characteristic. 
Roentgenoscopic examination is advisable when the 
condition of the patient will permit it. If possible, 
it should be made in the erect posture in order to 
study the diaphragmatic movements, to observe 
fluid levels and to locate adventitious shadows so 
that the patient may be placed in the most advan- 
tageous pcsition for the roentgenographic examina- 
tion. Stereoscopic roentgenograms in the erect 
posture are always essential. Direct lateral views 
in the erect posture are usually necessary to deter- 
mine the extent and location of the lesion. If there 
is a fluid level, these points can frequently be 
determined still more fully by making a fore-and- 
aft view with the patient lying on the unaffected 
side. Finally, serial studies are frequently required 
for diagnosis because it is necessary to find cavita- 
tion which may not appear at first or to await the 
clearing up of an obscuring, delayed pneumonic 
resolution, an excessive inflammatory zone, or an 
atelectasis. A case should be studied serially until 
ihe diagnosis is apparently assured. 

The cause of a Jung abscess frequently has some 
bearing on the early roentgenographic appearance of 
the lesion. A postpneumonic abscess may be largely 
obscured by the changes of delayed resolution or other 
associated changes. A typical lung abscess presents 
two essential roentgenological appearances, acute 
consolidation and cavity. To these may be added 
such secondary findings as may be produced by 
extensive areas of congestion, atelectasis, empyema, 
or pyopneumothorax. Successive examinations will 
show varying appearances, depending upon whether 
regression or progression of the lesion is taking place. 
The results of treatment, be it medical, broncho- 
scopic, or surgical, can be studied best in this way. 
Such complications as rupture into the pleural 
cavity may be readily detected. 
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Tucker: Bronchoscopy is of value in both the 
diagnosis and the treatment of lung abscess. In the 
diagnosis it will give information relative to the 
location of the lesion and indicate the amount and 
character of the pus and the local condition of the 
bronchi in the affected area. Uncontaminated cul- 
tures may be taken from the suppurating area for 
the determination of the bacteria present or the 
making of autogenous vaccines. Neoplastic growths 
can be ruled out. Foreign bodies which may be 
etiological factors can frequently be located and 
removed. 

Therapeutically, bronchoscopy may be used to 
aspirate stagnant secretions, remove granulations, 
dilate strictures, and apply medicaments locally. 
Bronchoscopic aspiration is indicated particularly 
when the lesion is in or in close proximity to the 
bronchi and drainage is deficient; also in the acute 
cases with definite evidence of aspiration infection. 

The bronchoscopic treatments are carried out 
once or twice a week as the lesion and the condition 
of the patient may indicate. Under bronchoscopic 
treatment many patients are benefited and many are 
cured; none are made worse. In some cases the 
progress of the disease has not been arrested. In a 
few of these a more definite localization of the 
lesion has occurred, making the abscess more 
accessible to external drainage. A case demon- 
strating the value of bronchoscopic treatment. is 
reported. It would be a mistake to undertake the 
bronchoscopic treatment of lung suppuration in 
dependently. The interests of the patient are best 
served by co-operation of the internist, the roent- 
genologist, the bronchoscopist, and the surgeon. 

Mutter: The treatment of lung abscess resolves 
itself into adequate drainage of the cavity and 
dilated bronchioles. When this cannot be done 
satisfactorily by the postural method or broncho- 
scopic aspiration in about two months, surgery is 
indicated. In cases in which drainage is established 
but the cavity persists after several months, external 
drainage must be considered. Drainage with the 
aid of artificial pneumothorax has been advocated 
but has not been universally accepted. ‘The prin- 
cipal objection to surgical treatment is its high 
mortality but this is probably not a direct con- 
sequence of the operative treatment itself. The 
disease is a serious one and operation is usually per- 
formed months after its onset as a last resort. 

Before operation, the patient’s condition should be 
improved as much as possible. Salt-water infusions 
or blood transfusions should be given when in- 
dicated. The operation should be done preferably 
in two stages, the lung over the abscess being 
allowed to become adherent before it is opened. 
After the cavity has been entered with the cautery, 
drainage should be established with a soft rubber 
tube. Subsequently, if the patient’s condition 
warrants it and the pathological changes present 
require it, more extensive surgery may be done, 
such as cautery pneumectomy as introduced by 
Graham and Singer. Drainage should be continued 
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for at least six months, especially if there is evi- 
dence of a bronchial fistula. The patient should 
be kept under observation by the clinician, bronchos- 
copist, roentgenologist, and surgeon because 
“flare-ups” frequently occur and sometimes serious 
symptoms develop suddenly after recovery seems 
assured. Apo.tpn Harrona, M.D. 


(ESOPHAGUS AND MEDIASTINUM 


Gaudier, H.: Median Sternotomy as a Palliative 
Decompressive Treatment for Tumors of the 
Mediastinum (Sternotomie médiane comme traite- 
ment palliatif décompressif des tumeurs du médi- 
astin). Bull. et mém. Soc. nat. de chir., 1926, lili, 245. 


Gaudier reports the case of a woman of 40 years 
who had a tumor of the breast removed. ‘Ten years 
later a metastasis developed in the mediastinum 
without any local recurrence. ‘The right arm then 
became greatly swollen and the patient suffered 
from dysphagia, crises of asphyxia, and almost 
unendurable pain. She was given deep roentgen 
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therapy, but after each treatment the symptoms 
became more severe, probably because of congestion 
and increased pressure. 

Under local anesthesia a flap of skin and apo- 
neurosis was turned back and the line between the 
xiphoid process and the sternum was sectioned. 
The sternum was then incised along the midline and 
its lower surface carefully dissected free from the 
underlying tissues. 

The patient immediately felt the most profound 
relief, as if, she said, a corset that was too tight had 
been removed. The two halves of the sternum 
separated 3 cm. In order to keep the space open on 
respiration a flap was cut from each side, its base 
being left adherent, and sutured to the opposite 
side with silk. A drain was left in for forty-eight 
hours. After the operation the blood pressure fell, the 
pulse became normal, the patient was able to eat 
and drink without difficulty, and the asphyxia and 
pain ceased. Roentgen therapy can now be given 
without causing any signs of congestion. 

Aubrey G. MorGan, M.D. 
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GASTRO-INTESTINAL TRACT 


Rose, E.: The Relation of the Chlorides of the 
Body to Disease of the Gastro-Intestinal 
Tract. Allantic M.J., 1926, xxix, 613. 


Chlorides are present normally in the plasma in a 
concentration ranging from too to 108 millimols. 
This method of expressing concentration uses the 
same limits as those ordinarily employed in desig- 
nating the degree of free and total acidity of the 
stomach contents, and is equivalent to expressing 
the concentration in cubic centimeters of .10o/N per 
100 ¢.cm. 

The sodium of the plasma constitutes about 93 
per cent of the total fixed base of the plasma in 
man, while the Cl ions form about 65 per cent of 
the total acid radicles. 

Normally, the concentration of chlorides (partly 
as HCl and partly as NaCl) in pure gastric juice as 
secreted varies from 140 to 170 millimols, while 
after a test meal it is from one-third to two-thirds 
this amount. Hydrochloric acid activates the 
pepsin, controls certain phases of pyloric action, 
and acts as a bactericide. In carcinoma of the 
stomach the concentration of chlorides in the chyme 
has been found to be from 75 to 115 millimols, while 
in other benign achylias it ranges from 40 to 75 
millimols. 

In pernicious anemia there is a deficiency of both 
hydrochloric acid and sodium chloride. This defi- 
ciency impairs gastric digestion and may account 
for the annoying gastric symptoms. Therefore large 
doses (4 to 8 c.cm.) of hydrochloric acid with pep- 
sin are advocated in the treatment of pernicious 
anemia. 

In pyloric and duodenal obstruction experiments 
have shown that there is a constant fall in the 
blood chlorides with a rise of the blood-urea nitrogen 
and non-protein nitrogen. Similar findings were 
made in obstruction of the pylorus and upper intes- 
tinal tract in man. The administration of sodium 
chloride with sufficient water in these cases appears 
to exert a beneficial action and should be used as an 
adjunct to surgical treatment. Hydrochloric acid 
does not exert a similar action. According to 
Haden and Orr, the chlorides of the body have a 
specific antagonistic action on a toxin produced in 
the obstructed gut. Gamble finds that after pyloric 
or duodenal obstruction there is a loss of chlorides 
into the stomach both as hydrochloric acid and 
sodium chloride, and suggests that it is the loss of 
the sodium with the attendant diminution of the 
total salt concentration of the blood which proves 
fatal in such cases unless the blood concentration is 
restored to normal by the administration of sodium 
in the form of NaCl. Herman H. Huser, M.D. 


Abt, I. A., and Strauss, A. A.: A Clinical Study of 
221 Operated Cases of Hypertrophic Congenital 
Pyloric Stenosis. Med. Clin. N. Am., 1926, ix, 
1305. 

Of 221 patients operated upon for congenital 
hypertrophic stenosis of the pylorus, 161 were 
males and the majority were between 3 and 8 weeks 
of age. 

Vomiting was a sign in all of the cases, and 
occurred most frequently during the second or third 
week of life. As a rule it was of the projectile type. 
Constipation, beginning most frequently during 
the third or fourth week, was present in 158 cases. 
Between the second and fourth weeks there was 
usually a loss of weight, varying from 4 oz. to 4 lbs., 
8 oz. Among the less frequent symptoms of the con- 
dition were constant hunger, restlessness, crying, 
and fever. 

Typical, large peristaltic waves starting at the 
left hypochondrium and passing obliquely across to 
the right were observed in all cases immediately 
after the baby was given milk from the breast or 
water from a nursing bottle. A tumor—the hyper- 
trophied pylorus—was definitely palpable in about 
25 per cent of the cases. Some degree of emaciation 
was present in all. The fluoroscopic examination, 
for which a small amount of barium was added to 
the breast milk given the infant while it was under 
the horizontal fluoroscope, absolutely confirmed the 
diagnosis of pyloric stenosis. 

The rhythmic, snakelike, peristaltic contractions 
seen in the pylorus, independent of the contractions 
of the rest of the stomach, are definitely pathogno- 
monic. In the author’s cases the fluoroscopic exami- 
nation is repeated at the end of two and four hours, 
at which time roentgenograms are taken. If one- 
half or more of the barium milk remains in the 
stomach at the end of four hours, the case is referred 
for operation. When more than 80 per cent passes 
through, operation is deferred. 

As a rule, patients are not subjected to operation 
immediately upon their entrance to the hospital. An 
attempt is made to improve their condition before 
operation. From roo to 150 c.cm. of saline solution 
is given by hypodermoclysis every four hours, and 
from 1 to 2 oz. of 5 per cent glucose with 2 per cent 
sodium bicarbonate is given per rectum every three 
hours. If their condition is poor, from 50 to 100 
c.cm. of glucose, usually followed within six hours by 
from 60 to 80 c.cm. of blood, is given through the 
superior longitudinal sinus. 

The operation is similar to the Rammstedt 
pyloroplasty, but the mucosa is shelled out more 
freely from the muscularis and a plastic flap is made 
of the muscularis. The free edge of the attached 
omentum is then brought over the pylorus. 
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While the patient is still on the operating table, 
150 c.cm. of normal saline solution is given by 
hypodermoclysis. Feeding is resumed early. Be- 
ginning within one hour after the operation, 1 dr. of 
breast milk is given every two hours the first day. 
The amount is then increased '% dr. every few 
hours. At alternate hours, water is given. Glucose 
per rectum is given as previously described. 

All infants gain weight while they are in the 
hospital and continue to do so after they leave. 
Vomiting and digestive disturbances have not 
recurred in any of the cases traced. 

RayMonp Green, M.D. 


St. John, F. B.: Long-Standing Ulcer of the Stom- 
ach. Aun. Surg., 1926, Ixxxiii, 852. 


The author reports a case of gastric ulcer with a 
history of forty years. The patient, a 59-year-old 
woman, Was first operated upon twenty years ago, 
when a large gastric ulcer on the lesser curvature 
was excised. ‘The next operation, ten years ago, was 
an anterior gastro-enterostomy. ‘Three years. later 
symptoms recurred and at a third operation ad- 
hesions about the stomach were divided. Again the 
patient received temporary relief, but returned 
seven years later because of severe abdominal pain 
and vomiting. 

St. John then did an exclusion operation by sec- 
tioning the stomach at the juncture of the upper 
third and the lower two-thirds, well above the 
incisura angularis, and performing an anterior long- 
loop gastrojejunostomy. ‘The patient’s condition 
did not warrant the division of adhesions and 
resection of the distal portion of the stomach. 
Today, three years after the operation, the patient 
is able to eat an unrestricted diet without nausea, 
pain or vomiting. Ear G. Garsipe, M.D. 


Lecéne: The Ro6le of Infection in the Development 
of Ulcers of the Stomach (Sur le role de linfec- 
tion dans Vévolution des ulcéres de lestomac). 
Bull. et mém. Soc. nat. de chir., 1926, lii, 320. 


Duval has said that infection plays .a most 
important réle in the evolution of gastric ulcers and 
that infection of the ulcer is responsible for most of 
the deaths and also most of the complications fol- 
lowing operation for gastric ulcer. 

If this theory is correct, the excision of an active 
ulcer is associated with the danger of increasing the 
virulence of the bacteria in the lesion. ‘Therefore 
the food given the patient before operation should 
be rendered as aseptic as possible, the pre-operative 
preparation should include gastric lavage, and during 
the operation great care should be taken to protect 
the tissues surrounding the operative field. Pre- 
operative vaccination and postoperative serotherapy 
may also be used. 

Lecéne does not agree with Duval that the stoma 
of the gastro-enterostomy should be made as far 
distant from the ulcer as possible. He places it as 
near the pylorus as possible to prevent biliary reflux 
and vicious circle. He does not believe that the ulcer 
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infection is responsible for peritoneal infection 
around the suture line or for postoperative gastro- 
jejunal or jejunal ulcers. In his opinion, the cause 
of these conditions is still unknown. He has seen 
peptic ulcers appear as late as eleven years after 
gastro-enterostomy for ulcer, although during all of 
that time the patient’s digestion was normal. The 
ulcer in such a case could in no way be attributed to 
prolonged infection. 

Rather is Lecéne inclined to blame the technique 
of the surgeon. The technique used today must be 
still further perfected. Lecéne emphasizes the 
importance of perfect protection of the operating 
field, rigorous hemostasis, and the greatest care in 
suturing. 

In conclusion the author says that before we can 
determine the cause and treatment of ulcer, the 
problems of hydrochloric acid secretion of the 
gastric glands and the defense of the gastric and 
intestinal mucosa against autodigestion must be 
solved. KELLOGG SprED, M.D. 


Lambret, O.: Preventive Vaccination Against Pul- 
monary Complications in Operations on the 
Stomach (A propos de la vaccination préventive 
des complications pulmonaires dans les opérations 
gastriques). Bull. et. mém. Soc. nal. de chir., 1920, 
lii, 278. 

The author has just completed a series of 300 
consecutive gastric operations without a single fatal 
complication. Slight complications occurred in 
fifteen cases. 

In 95 per cent of the cases, the operation was 
performed under local anwsthesia. 

To prevent pulmonary complications, Lambret 
resorts to vaccination. First an intradermal test is 
made. If this is negative, vaccination is unnecessary. 
If it is positive, an injection of 1 c.cm. of a solution 
of enterococcus is given and repeated every second 
day. 

The solution used for the first injection con- 
tains 50 million of the organisms; that used for the 
second, 500 million; that used for the third, 1 
billion; that used for the fourth, 2 billion; and that 
used for the fifth, sixth, and seventh, 4 billion. 
After the injections have been completed the intra- 
dermal test is negative. 

-atients with a positive intradermal reaction 
have no specific antibodies against the enterococci 
in their blood. Vaccination according to the method 
described causes the appearance of such antibodies. 
When the reaction is negative, the vaccine is un- 
necessary and dangerous. 

Vaccine should not be made from too active 
bacteria. The doses should be increased progressively 
as described. 

The author hopes to reduce the time consumed 
in this immunization by the use of bacteriophages 
given by mouth a day or two before operation. 
He suggests that the bacteriophages might be intro- 
duced also into the operative field. 

KELLOGG SpeED, M.D. 
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Duval, Roux, Gatellier, and Moutier: The Relations 
Between the Infectious State of the Gastric 
Wall and Certain Troubles Following Gastro- 
Enterostomy: Vicious Circle, Acute, Chronic 
or Delayed, and So-Called Gastrojejunal 
Peptic Ulcer (Relations entre l'état infectieux 
des parois gastriques et certains troubles consécutifs 
a la gastro-entérostomie: circulus vitiosus aigu, 
chronique, tardif; ulcére dit peptique gastro- 
jéjunal). Bull. et mém. Soc. nat. de chir., 1926, lii, 270. 


About three years ago the authors published an 
article in which they advanced the theory that an 
important factor in the development of certain 
chronic gastroduodenal ulcers and of complications 
following gastric operations is infection in the 
stomach wall and the perigastric lymphatics. Today 
this theory is generally accepted in France and is 
becoming widely accepted in Germany. 

The complications arising after operations on the 
stomach, especially gastro-enterostomy, are of two 
kinds—-vicious circle and gastrojejunal peptic ulcer. 
Vicious circle is of different types, viz., acute gastro- 
duodenal dilatation, chronic vicious circle according 
to Finsterer, and postoperative delayed vicious 
circle. For a long time acute dilatation of the 
stomach has been regarded as the result of a local- 
ized perigastrcduodenal peritonitis. The authors 
classify with this type of postoperative peritonitis 
certain chronic syndromes of vicious circle coming 
on between the seventh and the tenth day after 
operation and characterized by chronic vomiting, 
bilious vomiting, or mixed intestinal and _bilious 
vomiting. 

In several such cases in which a second operation 
was done a subacute localized submesocolic peri- 
tonitis was found. Late vicious circle must arise 
from late stenosing adhesions about the duodenum, 
the stoma, or the efferent or afferent loops of the 
small intestine. 

The authors report the case of a woman who, after 
a gastro-enterostomy, had severe vomiting and a 
fever up to 38 degrees C. The vomiting continued 
for ten days. At a second operation, a band of 
mesentery across the stomach was released. The 
vomiting then ceased. 

A case of the late type was that of a man who 
ran a fever of 39 degrees C. for several days after 
a gastro-enterostomy and a year later began to 
have biliary vomiting. A second operation revealed 
adhesions from the mesocolon which had blocked 
and dilated the duodenum. Duodenojejunostomy 
resulted in a cure. 

As an immediate postoperative complication there 
is rapid dilatation of the duodenum. When the 
peritonitis is rapidly spreading with reddening of the 
serous surface this results in early death from 
intoxication. When, in cases of more attenuated 
peritonitis the gastric dilatation develops much later, 
and especially when the vicious circle is chronic, 
operation reveals an organizing peritonitis with 
membrane and stenosing adhesions around the 
duodenum, the stoma, or the jejunal loops. Removal 
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of the adhesions will effect a cure. These newly 
formed peritoneal adhesions must come from infec- 
tion in the field of operation. 

In the search for the source of the infection, the 
operative technique should receive first considera- 
tion. In the early days of gastro-enterostomy vicious 
circle was quite frequent, but today, with the 
perfected technique, it should be very exceptional. 
The operative manipulation may provoke an 
irritative peritonitis and the opening of the stomach 
and bowel may permit direct infection of the peri- 
toneum. 

Gastric ulcer seems to be associated with a true 
gastritis. Most gastro-enterostomies are done near 
the antrum. The wall near the antrum is very liable 
to be infected and most ulcers are situated there. 
Unfavorable sequela occur most frequently after 
gastro-enterostomy. Gastropylorectomy is free 
from them as in pyloric resection the zone of gastritis 
is usually within the resected portion and the incision 
is made through normal tissue. 

The authors do not apply this direct infection 
theory to the formation of peptic gastroduodenal 
ulcer. Jejunal ulcer they believe, with Chiari, is 
merely a septic ulcer. 

In one of their cases they found at the end of ten 
months an ulcer of the stoma of the gastro-enteros- 
tomy, marked infiltration of the mesocolon, the 
stomach and the jejunum around the stoma, and 
enlargement of the lymph nodes in the mesentery. 
Microscopic examination of the ulcer of the posterior 
lip of the gastro-enterostomy showed typical sub- 
acute diffuse inflammation. A culture from a 
lymph node yielded staphylococci and a culture 
from the ulcer showed both staphylococci and 
streptococci. 

They believe therefore that these ulcers are 
caused by including a part of the inflamed gastric 
wall, and that the infection is not confined to the 
new opening but spreads along the efferent jejunal 
wall. They do not believe that unabsorbable 
suture material has much to do with the develop- 
ment of ulcer unless it is used in septic tissue, under 
which circumstances it may become a factor. The 
stomach clamp applied to a septic tissue may cause 
ulcer as the result of induced ischemia and the 
intraparietal effusion of blood. The use of hamo- 
stats and forceps in the mucosa may also favor 
ulceration if the tissues are septic. 

The theory that the acid formed by the pyloric 
portion of the stomach causes renewed ulceration, a 
theory which has led to many resections of the 
stomach by German surgeons, may be quite wrong 
inasmuch as the resection of the pyloric portion 
may remove all of the infected stomach wall. 
Certainly jejunal ulcer is avoided by gastric resec- 
tion. 

The fact that jejunal ulcer may occur after pyloric 
exclusion with gastro-enterostomy is explainable. 
Operations on jejunal ulcers have a high mortality, 
probably because they are performed on septic 
tissue. KELLOGG SPEED, M.D. 
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Ascoli, M.: The Changes in the Gastric Chemistry 
After Resection of the Stomach (Le modifica- 
zioni del chimismo gastrico dopo le resezioni dello 
stomaco). Policlin., Rome, 1926, xxxiii, sez. chir., 
2t7. 

The substances which ordinarily neutralize the 
gastric acidity are the pancreatic juice and the bile. 
After a Billroth I resection, bile can enter the 
stomach only through the new pylorus during re- 
gurgitation. After a Billroth II operation, all sub- 
stances entering the duodenum are passed into the 
stomach by way of the jejunum, but according to 
some investigators, their quantity may not be 
quite sufficient to neutralize the gastric acid. 

In experimental studies, Katzenstein found that 
after gastro-enterostomy performed by different 
methods bile and pancreatic juice at first flowed 
constantly into the stomach but later the flow was 
governed by the activity of digestion. He concluded 
that the constant lowering of the gastric acidity is 
due in part to the alkaline substance pouring in 
from the duodenum and in part to the decrease in 
the production of hydrochloric acid. 

Other investigators believe that the pancreatic 
secretion is depressed to the same degree as the 
gastric secretion. Ascoli has constantly found hypo- 
acidity and anacidity. The amount of free hydro- 
chloric acid was usually zero and the total acidity 
varied between zero and to per cent. Usually also 
there was a diminution in the pancreatic juice. 
Ascoli studied eighteen patients, seventeen of whom 
had a gastric or duodenal ulcer and one an epithe- 
lioma of the pylorus. The operations performed were 
the Pélya-Balfour resection in seven (including the 
case of epithelioma), resection by the Billroth I 
method in five, midgastric sleeve resection in five, 
and cuneiform excision of the ulcer in one. Except 
in the case of ulcer excision, chemical examination 
was made in all cases up to twenty-five days after 
the operation. 

In the cases treated by the Billroth I operation, 
from 10 to 60 c.cm. was obtained on aspiration; in 
those treated by the Pélya-Balfour operation, from 
15 to 330 ¢c.cm.; and those in which sleeve resections 
were done, from o to 30 c.cm. Accordingly there 
was no paralysis of secretion. After the Billroth I 
operation and sleeve resections there was always 
evidence of free hydrochloric aid, but after the 
Pélya-Balfour resections there was a considerable 
decrease in total acidity and, in all except three 
cases absence of free hydrochloric acid. In three 
cases a trace of free hydrochloric acid was found. 
These facts are explained by the lack of regurgita- 
tion of panreatic juice. 

The regurgitation of bile also varied. In only 
one of the seven cases subjected to a Pélya resection 
was bile always present in the stomach. In those 
treated by sleeve resection it was always wanting. 
Of the cases in which a Billroth I resection was done 
bile was found twice. After Pélya resections the 
stomach emptied itself of food in from sixty to 
seventy-five minutes. 
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The author’s findings are summarized as follows: 

1. The Pélya operation was followed by a lowering 
of the total acidity and almost complete achlorhydria 
probably caused by the loss of a certain amount of 
secreting mucosal surface, the entrance into the 
stomach of alkaline duodenal juices as shown by 
the presence of bile pigment, and increased rapidity 
in the emptying of the stomach which decreases the 
stimulus to the formation of gastric secretion. 

2. After sleeve resections no notable changes were 
found. There was no change in the function of the 
pylorus. 

3. After the Billroth I operation two types of 
results were noted depending on whether or not 
there was regurgitation of bile and pancreatic juice. 

KELLOGG SpEED, M.D. 


Case, J. T.: Diverticula of the Small Intestine 
Other Than Meckel’s Diverticulum. = Bull. 
Battle Creek Sanit. & Hosp. Clin., Battle Creek, 
Michigan, 1926, xxi, 87. 

Case reviews the findings in 6,847 complete 
barium-meal studies. There were eighty-five cases 
of duodenal diverticula, four cases of jejunal diver- 
ticula, and one case of diverticula in the jejunum 
and ileum. 

Duodenal diverticula vary in size from that of a 
pea to that of a hen’s egg, and are usually located in 
the second portion of the duodenum. They occur 
most frequently in females. Their emptying time is 
greatly prolonged. The large sacs contain no mus- 
cularis. The submucosa, which is thickened, con- 
sists of loose connective tissue richly supplied with 
blood vessels. The diverticula are usually sur- 
rounded by adhesions. The sacs are sometimes 
intimately adherent to the surrounding pancreatic 
tissue and their excision may be difficult, especially 
if they have undergone pathological changes. 

The diagnosis depends entirely on the roentgen 
findings. A special fluoroscopic technique is de- 
scribed. A diverticulum is suggested by a spherical 
shadow near or within the curve of the duodenal 
shadow, which is independent of the latter but bears 
a definite relationship to it and persists for hours 
or days after the clearing of the stomach. Usually 
there is no tenderness at the site of the shadow. 

Most diverticula are funnel-shaped. If hand 
manipulation can move a diverticulum or express 
its contents, the sac is usually ventral to the pan- 
creas and can be resected. 

Diverticula in themselves may not cause any 
trouble, but as they are often associated with ulcer 
of the duodenum or disease of the gall bladder or 
pancreas or may become the sites of inflammation, 
their removal should be considered when they are 
discovered in the course of an operation on the 
duodenum or gall bladder. Diverticula with a very 
prolonged retention time should probably be 
removed. Whensurgical treatment is not indicated or 
cannot be carried out, hygienic care of the intestinal 
tract and the administration of large doses of barium 
sulphate are advisable. Herman H. Huser, M.D. 
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Saraceni, F., Antonucci, C., and Celiberti, A.: 
X-Ray Visualization of the Duodenum:by the 
Introduction of an Opaque Fluid Through 
the Einhorn Tube (La indagine radiologica del 
duodeno mediante introduzione di liquido apaco 
attraverso la sonda di Einhorn), 
1926, xxxiii, sez. chir., 50. 

The authors report six cases in which an X-ray 
study of the duodenum was made by the intro- 
duction of an opaque fluid through an Einhorn 
tube. One of the subjects was an entirely normal 
person; the others were suffering from duodenal 
ulcer or periduodenitis. They were prepared as for 
the ordinary gastric examination. The tube was 
introduced without difficulty, and because the duo- 
denum is really a dorsal organ, the X-ray exam- 
ination was made with the patient in the ventrodorsal 
position. The stopping point of the olive tip is very 
important. If the tip is too high, there may be a 
back-flow of the fluid through the pylorus, while if 
it is too low, the filling of the bulb, the most impor- 
tant part of the duodenum, will be unequal and 
incomplete. 

After the introduction of from 50 to 100 c.cm. of 
the barium preparation, the X-ray examination is 
made immediately in order that the entrance of the 
barium into the jejunum may not obscure the pic- 
ture. During the examination the patient holds his 
breath. Forcible injection from a syringe does not 
cause discomfort even when a lesion is present. An 
aqueous preparation of barium sulphate is used as 
the oily preparation passes out more quickly. It 
must not be so thick that it will block the tube. 

When the preparation is injected with mild 
pressure at first, it is stopped at the olive point by 
an annular spasm at that point, but in a short time 
it fills the duodenum rapidly in an antiperistal- 
tic direction toward the duodenal bulb, expressing 
practically all air that is present. 

If the filling of the bulb is massive, the upper 
border is normally regular and cup shaped. In the 
dorsoventral position it is seen that the duodenal 
bulb is situated in the vertical axis of the descending 
portion of the duodenum. The contours of the bulb 
and the upper part of the descending portion are 
clear cut, while those of the lower transverse portion 
are finely dentated. The caliber of the lower half 
of the descending portion is much larger than that 
of the upper portion. The opaque preparation 
renders visible all parts of the bulb and the descend- 
ing portion a few moments after its introduction. 
No compression is necessary. 

KELLOGG SPEED, M.D. 


Halpert, B.: The Arteriomesenteric Occlusion of 
the Duodenum: An Anatomical Study. Bull. 
Johns Hopkins Hosp., Balt., 1926, xxxviii, 409. 

Halpert reports a case of arteriomesenteric occlu- 
sion of the duodenum and by means of a drawing 
shows the topographical relationships of the duode- 
num, the left renal vein, and the superior mesen- 
teric artery. 


Policlin., Rome, ° 
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Fig. 1. Drawing from different stages in the dissection 
of; the specimen, showing the topographical relationships 
of the duodenum, the left po pa and the superior 
mesenteric artery. The flexura duodenojejunalis is shifted 
downward in order to show the vena renalis sinistra in the 
angle between the aorta and the superior mesenteric artery. 


The occlusion is usually caused by a fold of the 
mesentery belonging to the small intestine, which 
is displaced into the minor pelvis. In the case 
reported the duodenum was compressed between a 
mesenteric fold and the aorta or vertebral column. 
Up to the point where the fold crossed the duode- 
num, the gut was found to be distended; beyond, it 
was collapsed and emptied. 

This condition is apt to occur especially in cases 
of peritoneal abnormalities. In the author’s case, 
fusion of the ventral and dorsal layers failed to take 
place along the tania omentalis of the transverse 
colon. The transverse colon was therefore lower in 
the abdominal cavity than normal and the loops of 
small intestine shifted down into the pelvis so that 
the mesentery formed a fold across the duodenum. 

The treatment for such cases is duodenojejunos- 
tomy (Barker-Stavely operation). 

A displaced cecum is not apt to exert sufficient 
tension on the mesentery of the small intestine 
to produce an obstruction of the duodenum, but it 
does so on the mesocolon if the right half of the colon 
has a mesocolon and is freely movable. This type of 
an occlusion is termed “arteriomesocolic.” For its 
relief, Bloodgood recommends resection of the 
cecum or the right colon, and Wilkie a colopexy. 

Herman H. Huser, M.D. 
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Draper, J. W.: The Pathogenic Colon. Ann. Surg., 
1920, Ixxxiii, 7g0. 

In adolescents who suddenly develop epilepsy or 
a functional psychosis a toxic form of cerebral 
cellular disorder is to be found. Recent study has 
shown that many epileptic and psychotic patients 
are suffering from a hereditary chronic intestinal 
invalidism giving rise to intra-abdominal defects of 
the colon and omentum. 

Slight congenital cerebral abnormalities may 
cause symptoms only when they are complicated by 
the toxins of focal infection, the sources of which 
are demonstrable and will yield to surgical and 
medical therapeusis. 

The relief of neuromental symptoms in a large 
percentage of 164 patients after colectomy, indicated 
to the author a connection between the toxic factors 
and psychoneuroses. art G. GArsipe M.D 


Dukes, C.: Simple Tumors of the Large Intestine 
and Their Relation to Cancer. Brit. J. Surg., 
1920, XIll, 720. 

Dukes attacks the problem of the relationship of 
simple tumors to cancer of the large intestine from 
three points of view: (1) the development and 
structure of the simple adenoma; (2) the association 
of simple tumors with malignant tumors; (3) the 
intimate structure of early adenocarcinomata of 
the rectum and colon. 

Four stages are distinguished in the development 
of adenomata. The first is epithelial hyperplasia 
with deepening of the crypts and lengthening of the 
villi; the second, bending of the muscularis mucos, 
branching of the original villi, the formation of new 
villi, and impairment of marginal growth; the third, 
increased bending of the muscularis mucoswz and 
further branching of the villi leading to an increase 
in the secreting area; and the fourth, the formation 
of a stalk, and the development of similar secondary 
growths leading almost inevitably to the formation 
of cystic spaces. 

Dukes finds adenomata in 75 per cent of all cases 
of cancer of the rectum and sigmoid. He has found 
them within a radius of 3 in. of the cancer and 
believes that if a search were made for them further 
from the cancer they would be discovered even more 
frequently. He concludes that well-developed 
adenomata are present in the portion of bowel 
between the cecum and sigmoid in only about 10 
per cent of the population, whereas small tumors 
are almost invariably present in the mucosa sur- 
rounding a cancer of the rectum or sigmoid. 

The structure of adenomatata associated with 
cancer is essentially similar to that of simple adeno- 
mata. ‘The tumors consist of a central stroma of 
connective tissue with dilated blood vessels, and are 
covered by a thick layer of columnar epithelial 
cells. The author is of the opinion that the simple 
tumors precede the formation of the cancer. 

The structure of early adenocarcinomata resem- 
bles that of adenomata. Dukes believes that the 
malignant changes occur in the cells between the 
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adjacent tumors, which, because of their position, 
become restricted in growth and irritated. He 
gives the stages in the development of carcinoma of 
the rectum as: (1) spotty epithelial proliferation in 
an extensive area of mucosa, (2) the formation in 
this area of a group of adenomata, (3) infolding of 
the mucosa between the adenomata, and (4) irrita- 
tion of the cells between the primary and secondary 
tumors with subsequent malignant degeneration. 
Herman H. Huser, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 
McCoy, C. C., and Graham, R. S.: 
raphy in Operative Cases. J. 
1920, Ixxxvi, 1899. 


Cholecystog- 
Am. M. Ass., 


In the series of twenty-six cases reviewed in this 
article sodium tetra-iodophenolphthalein was given 
intravenously and a roentgenographic examination 
was made twelve hours later. 

In five cases, a diagnosis of cholelithiasis was 
made with cholecystography and stones were 
found at operation. Of thirteen cases in which a 
diagnosis of biliary tract disease was made, gross 
evidence of disease was found. While in two of these 
cases there was no evidence of disease at operation, 
microscopic examination of the removed gall blad- 
der revealed a mild chronic cholecystitis in one and 
cholangeitis in the other. Of eight casesin which the 
gall bladder was believed to be normal, it appeared 
normal at operation in seven and was therefore not 
removed. The cholecystographic findings were 
accordingly confirmed in 96 per cent of the cases. 
Of 212 cases collected from the literature the chole- 
cystographic diagnosis following the intravenous 
injection of the dye was confirmed in 91 per cent. 

Herman H. Huser, M.D. 


Graham, E. A., Cole, W. H., Copher, G. H., and 
Moore, S.: Cholecystography: The Use of 
Phenoltetra-Iodophthalein. J. Am. M. Ass., 
1926, Ixxxvi, 1899. 

Phenoltetra-iodophthalein is superior to its isomer 
tetra-iodophenolphthalein. It produces shadows 
with smaller doses (0.04 gm. per kilo in 30 c.cm. of 
distilled water), it is followed by fewer and less 
severe toxic reactions, it is associated with less danger 
of thrombophlebitis, and it is more readily excreted 
through the liver. Four hours after the administra 
tion of the drug, excellent gall-bladder shadows are 
obtained, Oral administration gives less accurate 
findings. Herman H. Huser, M.D. 


Bazin, A. T.: Infections of the Biliary Tract: 
A Stock-Taking of Diagnosis and Treatment. 
Canadian M. Ass. J., 1926, xvi, 632. 

The recognition of early mild symptoms of biliary 
tract disease is essential for the prevention of acute 
crises. The gall bladder is the first part of the 
biliary tract to be attacked by an infection, the 
extrahepatic and intrahepatic ducts being involved 
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The channels of infection to the gall 


secondarily. 
bladder are the systemic circulation, the lymph 
drainage, the portal circulation, and the ducts from 


the duodenum. Acute cholecystitis may attack a 
normal gall bladder, but is usually superimposed 
upon a chronic cholecystitis. 

The symptoms of biliary tract disease often date 
from an infectious illness such as typhoid fever or 
influenza or from a pregnancy complicated by 
pyelitis. They are those of chronic dyspepsia. In 
addition to discomfort in the epigastrium and right 
hypochondrium, there may be pain referred to the 
back or the scapular region on either side. In some 
cases there may be only a “sore feeling’’ in the 
epigastrium or flatulent distention which is relieved 
by the eructation of gas. 

The attacks occur after the ingestion of food. 
The distress is greater after a heavy meal or dietary 
indiscretions. There are no periods of relief as in 
gastric ulcer, and the distress is not relieved by the 
recumbent position as is that caused by gastroptosis. 

Of the physical signs, the most valuable are 
Murphy’s sign and Mayo-Robson’s point. The 
Graham-Cole X-ray test is of value in many cases, 
but not in all. Bile is to be found in the urine only 
for a few days; hence an icteroid sclera is an early 
sign. The van den Bergh test for bilirubin in the 
blood is of value, but this also is positive for only a 
short time. In 75 per cent of the cases there is a 
hyperglycemia due to concurrent pancreatic 
damage. 

Early operation prevents obstruction of the 
common duct, septic cholangeitis, and pancreatitis. 
The author’s rules for treatment are the following: 

1. Remove all other foci of infection. 

2. In infections limited to the gall bladder 
cholecystectomy without drainage should be done. 

3. When the infection is more diffuse, cholecys- 
tectomy with drainage of the common duct should 
be done. 

4. If the symptoms point to gall-bladder disease, 
cholecystectomy should be done even if the gall 
bladder appears normal. —_Eart G. Garstpe, M.D. 


McMaster, P. D., and Elman, R.: Studies on 
Urobilin Physiology and Pathology. VI. The 
Relation of Biliary Infections to the Genesis 
and Excretion of Urobilin. J. lx per. Med., 1926, 
xliii, 753. 


To determine whether during biliary obstruction 
or upon injury to the liver the urobilin formed in 
an infected biliary tract can be absorbed therefrom 
and lead to the appearance of the pigment in 
the urine, the authors carried out experiments in 
which they infected intubated and previously sterile 
duct systems with urobilin-producing bacteria. The 
findings showed that after infection of the biliary 
tract urobilinuria is produced following biliary 
obstruction and following liver damage; also that 
marked urobilinuria fails to appear when chronic 
infection has caused pathological changes in the 
gall bladder. 
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McMaster and Elman designate such urobili- 
nuria an “‘cholangitic,’ to distinguish it from the 
urobilinuria having its origin in pigment absorbed 
from the intestine. The fact that cholangitic 
urobilinuria is more pronounced in animals with a 
normal gall bladder leads the authors to conclude 
that there is an active absorption of urobilin from 
the normal gall bladder and the bile ducts and that 
there is no evidence to indicate that urobilin is 
formed by the action of the liver parenchyma. 

Herman H. Huser, M.D. 


Collinson, G. A., and Fowweather, F. S.: An 
Explanation of the Two Forms of Bilirubin 
Demonstrated by the van den Bergh Reaction. 
Brit. M. J., 1926, i, 1081. 


Van den Bergh assumed that there are two forms 
of bilirubin, the one reacting directly with the sul- 
phanilic acid reagent and present typically in cases 
of obstructive jaundice, and the other reacting to an 
appreciable extent only in the presence of alcohol 
and after precipitation of protein, and present 
typically in cases of hemolytic jaundice. 

The authors attempted to ascertain the chemical 
mechanism underlying these different reactions, 
since such knowledge would help in explaining the 
production of jaundice. The modern theory of 
jaundice assumes that bilirubin of the hamolytic 
form is produced by the cells of the reticulo-endo- 
thelial system in the liver and in its passage through 
the liver cells to the bile capillaries becomes con- 
verted to the obstructive form in which it is found 
in the bile. 

The experimental evidence produced by the 
authors is very complex and cannot be described 
briefly. ‘They conclude from it that the chemical 
nature of bilirubin lends support to the modern 
theory of jaundice. Cyrit J. Giasre., M.D. 


Lecéne P., and Moulonguet, P.: Remarks on the 
Types of Mild Cholecystitis Termed ‘‘Straw- 
berry’? Gall Bladder (Remarques sur les formes 
de cholécystite légére appellées “‘vésicule fraise’’). 
Presse méd., Par., 1926, xxxiv, 49. 

Grossly the so-called “strawberry gall bladder” 
is characterized by the presence of small yellow 
bodies about the size of a pinhead, which project 
from the mucosa into the lumen. Microscopically 
these bodies are submucous accumulations of poly- 
hedral cells laden with lipoid material. The lipoid 
material has been shown to form needle-like crystals 
and to have a melting point considerably lower than 
that of cholesterol. Its color reactions andsome of 
its optical properties indicate that it is a cholesterol 
complex, probably a cholesterol ester. Schaefer has 
shown that the lipoid content of a strawberry gall 
bladder is twice that of the normal organ. 

The significance of these small cell masses has 
been disputed. It has been suggested that they may 
serve as nuclei for the formation of stones, but the 
stages of such a transition have never been clearly 
demonstrated. Policard attributed them to excessive 
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absorption of lipoids by the gall-bladder epithelium, 
probably as the result of stasis. Because of their 
frequent association with a frank infectious chole- 
cystitis with or without stones, the authors believe 
they develop as a result of infection. The lipoid-filled 
cells are regarded as leucocytes which have under- 
gone fatty degenerative changes. Similar cells 
have been observed in the muscularis and serosa 
as well as beneath the mucosa. Fatty deposits may 
also be seen at times within the epithelial cells 
themselves. 

Further evidence in support of the infectious 
origin of these lesions is afforded by the demonstra- 
tion of similar granules in the mucosa of chronically 
inflamed fallopian tubes. Clinical evidences of 
infection are often demonstrable, and anatomical 
changes, such as thickening of the subserous layer 
as the result of the deposit of fat, inflammation of 
the lymph nodes about the hilum of the liver, 
infiltration of the submucosa by inflammatory cells, 
and adenoma-like hyperplasia of the mucosa, are 
frequently present. Usually the bile itself is sterile, 
probably because of its bactericidal powers. 

If a strawberry gall bladder is associated with 
the presence of stones, cholecystectomy is indicated. 
When it is uncomplicated the authors perform a 
cholecystostomy as they believe the condition is 
essentially a wide spread biliary infection requiring 
chiefly adequate drainage. 

LAWRENCE JAcQuES, M.D. 


Judd, E. S.: Cholecystitis with Associated Prob- 
lems. Jilinois M.J., 1926, xlix, 460. 

Disease of the gall bladder is not only recognized 
more often than formerly but is more common. The 
cause of cholecystitis is being investigated. ‘The 
author reports a series of too cases in which the 
gall bladder was studied bacteriologically immedi- 
ately after its excision. The findings were positive 
in only twenty-nine, although contamination was 
inevitable at times. Vive of twenty-two specimens 
of “strawberry gall bladder” gave positive cultures. 
The bile was bacteriologically positive’in seven of 
the 100 cases. Gall stones, which were found in 50 
per cent, yielded positive cultures in five. The 
bacillus typhosus and bacillus paratyphosus were 
not encountered although there was a history of 
typhoid fever in twenty-one cases. In the one 
case of cholesterosis with thick dark bile, both the 
gall bladder and the bile were sterile. 

When the gall bladder appears normal at opera- 
tion, it is not always justifiable to conclude that the 
diagnosis was wrong. Removal of the organ may 
dissipate the symptoms and prove that unrecog- 
nizable disease is present. At times, therefore, the 
diagnosis must be made on the clinical manifesta- 
tions alone, dangerous as this practice is in principle. 
According to the author’s experience, removal of 
the gall bladder when the complaints are typical 
will bring relief even when no disease can be 
recognized in the viscus. Judd believes that the 
seat of the disease in such cases may be in the 
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pancreas or liver and that cholecystectomy pro- 
duces a cure indirectly. If the symptoms are of the 
chronic dyspeptic type, the chance of cure by 
cholecystotomy is not great. 

Judd emphasizes the importance of good exposure 
and explains his method of obtaining it. He dis- 
cusses ligation, drainage, and the care necessitated 
by the presence of jaundice. 


Miller, J. L.: The Medical Aspects of Gall-Bladder 
Disease. Jilinois M.J., 1926, xlix, 451. 

Herbst, W. P.: Some Phases of Biliary Surgery. 
Illinois M. J., 1926, xlix, 455. 


MILLER emphasizes the fact that the treatment 
of gall-bladder disease is surgical but the diagnosis 
must usually be made by the internist in co-opera- 
tion with the laboratory worker and the roentgenolo- 
gist. The diagnosis is not easy. Careful history 
taking and questioning are necessary. It must be 
borne in mind that a syndrome resembling that of 
gall-bladder disease may be caused by conditions 
such as syphilis of the liver, spastic colitis, inter- 
costal neuritis due to osteo-arthritis of the spine, 
appendicitis, Dietl’s crisis, and central pneumonia 
of the right lower lobe. 

If lues is excluded, periodical attacks of charac- 
teristic pain followed by jaundice and _ localized 
tenderness warrant the conclusion that surgery is 
indicated. In atypical cases, the van den Bergh 
test is of great aid. Severe epigastric pain without 
fever but with a leucocytosis is suggestive of gall 
bladder disease. When the pain passes through to 
the right scapula or laterally around the right tho- 
rax, gall-bladder involvement is suggested. The 
occurrence of pain after jolting suggests biliary or 
renal disease. It is the milder type of gall-bladder 
disease without severe pain that is the most difficult 
to diagnose. In this type, gastric symptoms predom- 
inate and skill is necessary to distinguish them 
from digestive pains. It is well to bear in mind 
that in these cases periodicity of discomfort and 
failure to respond to ulcer management are rather 
common characteristics. The gastric analysis 
rarely throws more light on the nature of the con- 
dition. The roentgenologist’s findings should be 
carefully weighed, but the diagnosis should not be 
based upon his report alone. The history of the 
disease is more important. 

In Miller’s opinion, the only treatment is surgical. 
Medical therapy is of no avail. 

Hersst discusses certain phases of biliary disease 
and surgery. After reviewing briefly the physiology 
of the liver and gall bladder and the formation of 
bilirubin, he proceeds to classify jaundice into 
three types—the hemolytic, the obstructive, and a 
type caused by inability of the liver parenchyma to 
secrete and excrete because of acute infectious and 
pathological impairment of the liver cells. 

He then reviews the clinical tests in detail: the 
levulose, the van den Bergh, the Fouchet, the 
Rosenthal, the Muhlengracht, the glycuronic acid, 
the blood-urea, and the blood-cholesterol tests and 
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cholecystography. Those of the most value are the 
Rosenthal, the van den Bergh, and the blood-urea 
tests and cholecystography. 

The van den Bergh test serves to differentiate 
between hemolytic jaundice and the two other 
types. When the daily amount of serum bilirubin is 
noted, an increase in the amount of pigment indi- 
cates an increasing surgical risk. When the findings 
of the van den Bergh test remain above normal in 
cases of drainage of the common duct, the drainage 
should not be discontinued. 

The Rosenthal test is of most importance in sus- 
pected liver disease without jaundice. 

Cholecystography is 100 per cent accurate only 
in cholelithiasis. It should be used primarily in 
cases in which a reasonably satisfactory clinical 
diagnosis is impossible. 

In cases of gall stones, surgery is almost always 
indicated unless the patient is a poor risk. In 
cholecystitis without stones, it is indicated if there 
is no response to medical treatment within a year. 
The hazards of a longer delay are the possible 
development of pancreatitis, hepatitis, biliary cirrho- 
sis, an acute surgical condition, an ulcer, or myo- 
carditis. Jaundice always increases the surgical 
risk, but as the result of the use of the van den 
Bergh test, calcium therapy, transfusions, and the 
administration of glucose, it has lost many of its 
dangers. 

In cirrhosis of the liver with ascites, the intra- 
venous or intramuscular injection of doses of 1 or 
2c. cm. of a 1o per cent solution of novasurol at 
intervals of three or four days and the administra- 
tion of ammonium chloride in capsules to the 
amount of 10 gm. daily have been of great benefit. 

Herman H. Huser, M.D. 


Muller, G. P.: Certain Experiences with Gall- 
Bladder Surgery. Med. J. & Rec., 1926, cxxiii, 
440. 

Gall-bladder disease is most common in fat 
women who have borne children. Of the author’s 
128 patients with disease of the gall bladder, 82.5 
per cent were women. The average age at which the 
patients came to operation was 43 years. In most 
cases nearly twenty years elapse between the onset 
of the condition and the operation. During this 
time the patient suffers from so-called nervous 
indigestion, flatulent dyspepsia, and_ intestinal 
intoxication. 

In the diagnosis of pericholecystic adhesions, the 
X-ray helps materially. High fixation of the duo- 
denum, fixation of the hepatic flexure, and displace- 
ment of the pylorus to the right are significant. 
Moore has reported a correct diagnosis of gall- 
bladder disease by cholecystography in 92.5 per cent 
of cases. Gastric analyses have not given much in- 
formation in gall-bladder disease. Liver function 
tests are of value as indicating the working of the 
extra-hepatic passages. 

In the author’s cases of acute suppurative chole- 
cystitis (nineteen), the symptoms were those of 


acute inflammation, such as tenderness, rigidity, 
fever, and leucocytosis. The gall bladder was 
usually found swollen and intensely congested. 

The author discusses the advisability of imme- 
diate operation in these cases and whether it is 
better surgery to do a cholecystostomy under 
local anesthesia than a more radical operation 
under inhalation anesthesia. In the cases of fat 
patients, local anesthesia has been found difficult 
when a cholecystectomy is to be performed, and the 
anesthetic gases without some ether are unsatis- 
factory. When only cholecystostomy is done a second 
operation may be necessary, but may be deferred 
until the patient is less critically ill. 

In the group of cases of acute cholecystitis with 
common duct obstruction, the mortality was 40 
per cent. Cholecystectomy was performed in every 
instance. 

Of the author’s seventy-eight cases of chronic 
cholecystitis, twenty-four were cases of simple chol- 
ecystitis and fifty-four were cases of calculous chol- 
ecystitis. Cholecystectomy was performed seventy- 
three times and cholecystostomy five times without 
a death. In ‘cases of non-calculous disease chol- 
ecystectomy is indicated. In cases with involve- 
ment of the pancreas, internal drainage (chole- 
cystogastrostomy) is better than external drainage, 
and if the gall bladder is extensively diseased it is 
probable that the cystic duct is occluded. 

In the author’s cases of chronic cholecystitis with 
common duct occlusion the mortality was 19.2 
per cent. In this type of case, pre-operative prep- 
aration is most important. Water, glucose, calcium 
chloride, and digitalis should be given. Ether 
anesthesia is contra-indicated. 

The end-results in the cases reviewed were as 
follows: 


Not 
Bene- bene- 
Condition Traced Well fited fited 
Acute cholecystitis: 
Cholecystectomy........ 13 12 I ° 
Cholecystostomy........ 4 * I ° 
Acute cholecystitis and duct 
NS re Sere 3 3 ° ° 
Chronic cholecystitis: 
Without stone.......... 23 16 6 I 
eee 45 38 5 2 
Common duct stone....... 18 13 3 2 


Howarp A. McKnicur, M.D. 


Gibson, C. L.: Aids to Cholecystectomy. Ann. 
Surg., 1926, Ixxxiii, 618. 

Gibson enumerates the following aids to chole- 
cystectomy: 

1. Good exposure by an incision that will allow 
direct drainage if it is necessary and is least apt to 
favor hernia. 

2. Shelling out of the gall bladder from its peri- 
toneal coat so that at no point will the surface or 
substance of the liver be involved. 

3. Sealing of the cystic duct by peritoneal 
blockade. 
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4. Closure of the wound without drainage in 
suitable cases to eliminate postoperative adhesions 
or render them minimal. 

5. Careful haemostasis, particularly with regard 
to the cystic artery. 

The incision, the method of effecting hamostasis, 
the removal of the gall bladder from above or below, 
and other steps in the operation are discussed in 
more detail. In the author’s cases in which closure 
was effected without drainage, convalescence was 
rapid and comfortable and the operation has never 
been followed by hernia. 

Ewin C. Ropirsuex, M.D. 


St. John, F. B.: The Late Result of a Biliary Fistula 
with Implantation of the Fistulous Tract into 
the Stomach. Ann. Surg., 1926, Ixxxiii, 855. 


The author reports a case in which a biliary fistula 
followed cholecystectomy for an acute exacerbation 
of chronic cholecystitis. All of the bile drained 
through the fistula for eighty-six days. At a second 
operation the distal portion of the sinus tract was 
carefully dissected from the surrounding tissues and 
the tubular structure thus obtained implanted into 
the prepyloric portion of the stomach. ‘Today, 
twenty-one months after the operation, the patient 
is free from symptoms and jaundice and is able to 
sat an unrestricted diet. Ears G. Garsive, M.D. 


Hale, K.: A Study of the Accessory Pancreas. Aun. 
Surg., 19206, Ixxxiii, 774. 

The author reviews the literature on the acces- 
sory pancreas and reports a case. 

An accessory pancreas is most frequently located 
in the wall of the stomach, duodenum, or jejunum, 
where it is probably developed by the migration of a 
primordial pancreatic cell into the dorsal meso- 
gastrium. 

An aberrant pancreas is subject to many patho- 
logical changes. Chief of these are chronic inter- 
stitial inflammation and acute pancreatitis. 

In Hale’s case pyloric stenosis had been caused. 
The patient, a child age 6 weeks, died’ following a 
Rammstedt operation. Sections showed an acces- 
sory pancreas in the thickened pyloric wall. There 
was no evidence of ducts from the aberrant pan- 
creas. Hale concludes that the hypertrophy found 
was due to irritation of the musculature by the 
pancreatic secretion. Fart G. Garsipr, M.D. 


Courboulés: Ruptures of the Pancreas in Abdom- 
inal Injuries (A propos des ruptures du pancréas 
dans les traumatismes de Pabdomen). Lyon chir., 
1926, XXII, OL. 

Contusions or ruptures of the pancreas, either 
alone or associated with other visceral lesions, 
are not so unusual as was formerly believed, judging 
from the number of cases reported in recent years. 
If the pancreas alone is injured there may be no 
special symptoms at the time of the accident and a 
diagnosis cannot be made until later when a post- 
traumatic pseudocyst of the pancreas develops. 
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In a case of football injury seen by the author, there 
was at first only a slight contracture of the abdomen 
which was temporary and did not justify exploratory 
laparotomy. After several weeks rapid emaciation 
and the development of a tumor led to operation 
and the discovery of a post-traumatic cyst of the 
pancreas. After the operation there was a pancreatic 
fistula. 

The author reports also a case of traumatic hernia 
of the stomach with internal haemorrhage, rupture 
of the pancreas, and pancreatic fistula due to a fall. 
In such cases a pseudocyst does not develop, but a 
pancreatic fistula is formed at once. The liquid 
which flows from the injured gland does not become 
encysted in the deep tissues as it is evacuated 
through the operative wound, especially if drainage 
or a tampon for deep haemorrhage is necessary. 

But whether the lesion is solitary or associated, 
whether the original accident leads to immediate or 
to late operation, the rupture of the pancreas will 
sooner or later be followed by the formation of a 
pancreatic fistula. In cases of pseudocyst in which 
marsupialization is the only possible treatment the 
fistula will be secondary, whereas in cases such as 
the author’s second one it will be primary. In 
either case the fistula renders possible a laboratory 
study of the function of the pancreas, the composi- 
tion of the pancreatic juice, and the action of the 
juice when it is not activated by bile, intestinal 
juice, or bacteria. Auprey G. Morcan, M.D. 


~ 


Capecchi, E.: The Importance of the Spleen in 
Resistance to Infection as Indicated by a Case 
of Severe Puerperal Sepsis in a Woman Who 
Had Recently Been Splenectomized (Sulla 
importanza della milza nella resistenza alle infezioni 
desunta da un caso di sepsi puerperale grave in 
donna di recente splenectomizzata). Clin. ostet., 
1920, XXvili, 119. 

A great deal of experimental work has been done 
to determine whether the spleen exercises a protective 
function against infection, but the results have been 
rather contradictory. The author reports a clinica] 
case which seems to have a decided bearing on the 
subject. 

The patient, a 28-year-old woman with no family 
or personal history of any importance, was suddenly 
taken with severe symptoms of internal hamorrhage. 
Operation was performed for ruptured extra-uterine 
pregnancy, but a normal pregnancy in the third or 
fourth month was found and the tubes were nor- 
mal. The hemorrhage had its origin in a rupture 
of the spleen. The spleen was extirpated. As there 
was no history of trauma, it is probable that the 
spleen was undergoing regression from a lymphatic 
condition and therefore was ruptured easily by some 
slight exertion. Five and a half months after the 
operation labor pains began, but there was marked 
uterine inertia and it was necessary to deliver the 
child with forceps. On the third day the lochia 
became foetid and the patient suffered from a high 
fever, chills, intense headache, diarrhoea, and 
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vomiting. The fever remained high and the uterus 
large and painful for twenty days. Thereafter the 
fever declined gradually. The patient was dis- 
charged well on the forty-fourth dav. A_ blood 
culture on the sixteenth day showed a pure culture 
of non-hemolytic, Gram-positive streptococci in 
short chains. Two young dogs were injected intra- 
venously with 2 c.cm. of a live culture of the strep- 
tococci, and two other dogs were injected after 
having been splenectomized. All four survived. 

The author concludes from this case and the 
results of the injections that the spleen is not 
essential to the defense against infection. Twenty 
days after the patient had completely recovered 
from the puerperal infection she had fever and pain 
in the left iliac fossa for fifteen days and a hard 
painful swelling of the left adnexa was found. A 
cure was obtained by medical treatment in about a 
month in spite of the absence of the spleen. 

Auprey G. Morcan, M.D. 


MISCELLANEOUS 


De Martel, T.: The Contra-Indications to Surgery 
in Acute Abdominal Affections (Les contre- 
indications chirurgicales dans les affections abdo 
minales aiguiis). Bull. ef mém. Soc. nat. de chir., 
1920, lil, 237- 

Operation should not be performed in the acute 
stage of abdominal diseases. It is difficult to tell, 
however, just when the acute inflammation is 
over. Some surgeons follow the rule of operating 
after the temperature has remained normal for 
fifteen days, but this is not always correct. De 
Martel has found that a normal differential leuco- 
cyte count is the most reliable guide. In a normal 
person the proportion of polynuclears is surprisingly 
constant. Even a slight polynucleosis means that 
an inflammation is still in the acute stage. 

In several cases in which De Martel operated 
when the temperature had been normal for several 
weeks but a marked polynucleosis persisted the 
results were very serious, whereas when the differ 
ential leucocyte count was normal at the time of 
operation the results were always good even when 
only a short time had elapsed since the decline of the 
fever. In cases with an abnormal differential count 
in which he opened the abdomen he found serious 
inflammation; he therefore closed the abdomen 
without continuing the operation (appendectomy) 
and delayed its completion until the count became 
normal. At the second laparotomy he found the 
lesions healed. Auprey G. Morcan, M.D. 


Ryle, J. A.: Visceral Pain and Referred Pain. 
Lancet, 1926, ecx, 895. 

There have been two main theories with regard 
to visceral pain. According to the first, which is 
based on the work of Lennander and has Mackenzie 
as its most vigorous protagonist, pain is not felt 
in the viscera, but is referred to the somatic tissues 
supplied by the segment of the cord which supplies 


the viscera involved. According to the second 
theory, which is accepted by Ross and Hurst and 
perhaps the majority of physicians, visceral disease 
may be accompanied by referred somatic pain, but 
the viscera themselves are capable of feeling pain 
when they are subjected to certain stimuli. 

Ryle endeavors to support the following hypothe- 
ses: 

1. That there is a true visceral pain felt by the 
viscus. 

2. That visceral pain is due to an abnormal in- 
crease in the tension of the muscular element of 
the wall of the viscus, this increased tension re- 
sulting from contraction or the failure of the muscle 
fiber to relax adequately in the presence of increased 
intravisceral pressure. 

3. That visceral pain occurring alone or dissoci- 
able from attendant somatic pains may be accurately 
localized by the patient. 

4. That though referred somatic pain and tender- 
ness, e.g., viscerosensory reflexes and the associated 
visceromotor reflexes, may accompany a severe 
visceral crisis of mechanical origin, they more 
frequently express an inflammatory lesion of the 
viscus. 

5. That, when persistent, they invariably express 
organic disease of the viscus of an inflammatory 
type. 

Except for the sensations of precordial fullness and 
retrosternal oppression experienced during violent 
effort or emotion, the heart and aorta may be said 
to be insensitive under physiological conditions. In 
the case of the stomach we recognize the elements 
of appetite and hunger sensations, and the sensations 
of fullness or repletion. ‘These have been clearly 
traced to the tonic and peristaltic activity of the 
stomach wall. The work of Carlson and Hurst seems 
to indicate that they depend on the state of tension 
in the gastric muscle fiber. Of the appendix and 
gall bladder we are quite unaware in health. Of the 
intestine we are aware whenever there is local dis- 
tention with flatus. The rectum clearly appreciates 
states of fullness, at times of urgency amounting to 
pain, and most of us will agree that its sensations 
are deeply and not superficially situated. The 
sensation of the desire to micturate is felt in the 
urethra and also in the bladder when the latter is 
over-distended. All of these physiological sensations 
are related to increasing pressure on the walls of the 
viscus and are relieved by evacuation. Menstrual 
pains are felt locally, but are frequently accompa- 
nied by a more superficial sacral pain. With regard 
to these itis worthy of note that during menstrua- 
tion, a state of congestion akin to the effects of 
inflammation is present in addition to increased 
muscle tension. No equivalent congestion is 
present during the normal functional activity of 
other hollow vicera. 

Observations support the contention that if the 
hollow vicera are sensitive, It is not their serous or 
mucous coats but their muscular coats which appre- 
ciate sensations. Those who contend that the 
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viscera are insensitive seem to have paid too little 
regard to the fact that special organs respond only 
to special stimuli. Thus the eye appreciates light 
and not sound; the skin appreciates touch, tempera- 
ture, and traumatic pains, all of which are physio- 
logically essential for it to appreciate. The skeletal 
muscles appreciate position and tension, the strength 
of opposing forces, and, in states of extreme tension, 
pain, but they are not sensitive to cutting, pricking, 
or burning. There is no reason for the viscera to 
appreciate tactile or thermal stimuli, but it is vitally 
necessary for them to appreciate states of fullness 
or emptiness. 

By analogy, it seems reasonable to insist that the 
plain muscle of the hollow viscera is endowed with 
the same sensibility, positive and negative, as the 
skeletal muscles; in other words, that the visceral 
sense is muscle sense. The sensations of fullness or 
emptiness are therefore parallel with the sensations 
of posture and tension in a limb. Pain (whether in 
skeletal or plain muscle) results when tension is 
greatly increased. ‘The one common factor present 
in all cases of visceral pain is an increase in intra- 
visceral pressure and muscular tension. ‘The reliev- 
ing factor, whether it be the passage of a gall stone 
in biliary colic, the ingestion of food in hunger pain, 
or the peripheral vasodilatation following the admin- 
istration of amyl nitrite in angina pectoris, is in- 
variably a factor which reduces intravisceral 
pressure. 

Ordinary stomach ache and intestinal colic seem to 
be felt internally. Renal and biliary colic seem to 
be deep to the body wall. 

In describing anginal pain the patient places his 
clenched hand to the sternum as though to indicate 
a median or aortic origin for his pain, and perhaps, 
incidentally, to suggest its griping character. He 
indicates cardiac pain by applying the flat of the 
hand to the submammary region. The pain of 
gastric ulcer is indicated with the tips of two or 
three fingers applied to the mid-epigastric point or 
occasionally just to the left of this point; the pain 
of duodenal ulcer by a similar demonstration fre- 
quently just to the right of the midline. In renal 
colic, the hand grasps the loin usually with the 
fingers over the back and the thumb in front, as 
though to suggest that the pain is rather more 
posterior than anterior and deeply situated in the 
region of the kidney. The localization of pain in 
disease of the gall bladder and appendix (when there 
is no confusion due to associated inflammation or 
gastric and intestinal disturbance) is remarkably 
accurate. ‘The position of a calculus impacted in 
the ureter may also be accurately shown when dis- 
traction by concurrent renal colic or other symptoms 
is not too influential. Intestinal pains are less easily 
localized because intestinal colic is not confined to 
one spot as is the case with biliary or renal colic. 
Pains in the small intestine are usually felt around 
the navel, and colonic pains between the navel 
and the symphysis pubis. However, when obstruc- 
tion occurs at a more or less fixed point such as the 
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hepatic, splenic, or sigmoid flexure, the localization 
of intestinal pain is commonly precise. 

The reflected phenomena of visceral disease are 
best demonstrated in very severe visceral pain or 
inflammatory disease. Examples of the former are 
the arm pain in angina, the subscapular pain of 
cholelithiasis, and the testicular pain in ureteral 
colic. Examples of the latter are the cutaneous 
hyperalgesia and muscular guarding found in 
appendicitis or in relation to a chronic gastric ulcer. 
These reflected phenomena rarely accompany vis- 
ceral disease of a functional kind; they are generally 
associated with local organic changes. In _ the 
majority of fatal cases of angina pectoris there is 
found some disease of the first part of the aorta or 
coronary vessels, and we know that, although the 
sensation of retrosternal oppression can be repro- 
duced in health by vigorous exercise upon a frosty 
morning, the arm pain is not so reproduced and 
since the vessels are capable of relaxation, local 
distress is never agonizing. It is upon observations 
of this kind that we may base the conclusion that 
visceral pain expresses a perturbation of visceral 
function (which may or may not be due to local 
organic disease), while the somatic phenomena 
generally express a structural lesion of the wall of 
the viscus. 

Mackenzie has come to the conclusion that the 
only known stimulus that produces pain in tissues 
supplied only the autonomic nerves is contrac- 
tion of muscle and increased tension. 

Cardiac pain is felt in the submammary zone and 
is sometimes accompanied by referred tenderness 
in the precordial area. The arguments weigh 
heavily in favor of an aortic or coronary, or at any 
rate an arterial, origin for the anginal pain. In 
support of this hypothesis are: (1) the sternal 
situation of the pain, over the aorta or the base of 
the heart and not in the precordial area; (2) its oc- 
currence as an early symptom of syphilitic aortitis; 
(3) its association with aortic but not with other 
valvular forms of disease, and its association with 
thoracic aneurism; (4) its absence in the majority 
of cases of myocardial disease and heart failure; (5) 
its propagation by actions which cause a rise in intra- 
arterial pressure and its relief by vasodilatation; 
(6) its not infrequent association with hyperpiesia 
before the development of cardiac failure; (7) its 
spontaneous relief when the heart muscle fails so 
that an adequate pressure for the production of the 
pain is no longer maintained; (8) its segmental 
reference which, as Wenckebach has argued on the 
basis of Head’s work, does not correspond accurately 
to the segments supplying the heart; and (g) its 
close resemblance to other forms of arterial pain. 

It seems reasonable to assume that angina pectoris 
is due to an increase in tension in the wall of the aorta 
or coronary vessels or both, depending, not upon 
spasm, but upon a failure of relaxation in the face 
of the increasinggpressures and demands which 
accompany increased cardiac work. Recent obser- 
vations have shown that status anginosus (or sus- 














SURGERY OF THE ABDOMEN 397 


tained anginal pain) is due generally and perhaps 
always to thrombosis or embolism of the coronary 
arteries. Morris H. Kaun, M.D. 


Fifield, L. R., and Love, R. J. McN.: Subphrenic 
Abscess. Brit. J. Surg., 1926, xiii, 683. 


This study was based on seventy-eight consecutive 
cases of subphrenic abscess. In discussing the 
anatomy, the authors describe the six subphrenic 
spaces where abscess is likely to occur: the right and 
left extraperitoneal, and the right and left anterior 
and posterior intraperitoneal spaces. Abscesses are 
formed most commonly in the right posterior intra- 
peritoneal (subhepatic) space. 

The usual etiological factors are appendicitis, the 
perforation of a gastric or duodenal ulcer, hepatic 
suppuration, and suppuration in the biliary pas- 
sages. The infection occurs through wounds, by the 
gravitation of exudate from peritonitis, by the 
hematogenous route, by direct extensions, and by 
lymphatic spread. The most common infective 
organism is the bacillus coli communis. 

The diagnosis is based upon the findings of 
physical examination of the abdomen and chest, 
roentgen-ray examination, needle exploration, and 
the blood-cell count. In the differential diagnosis, 
pylephlebitis, empyema, liver abscess, perinephric 
infection, aortic aneurism, pancreatic cysts, and 
renal tumors must be considered. 

The prophylaxis consists in the adoption of Fowler’s 
position (especially in appendicitis with infection) 
and the establishment of efficient drainage in cases 
with a primary infective focus. The treatment 
consists in incision and posterior drainage. In order 
to prevent pleural infection and obtain dependent 
drainage, resection of a rib as low as possible should 
be done. Most commonly the tenth rib is resected. 

Herman H. Huser, M.D. 


Herrick, F. C.: Pyelography in the Diagnosis of 
Tumors of the Flank. Ann. Surg., 1926, |xxxiii, 
634. 


The author discusses only flank masses of un- 
usual origin or course. The differentiation of intra- 


peritoneal from retroperitoneal masses, of extra- 
renal (retroperitoneal) from intrarenal masses, and 
of intrarenal masses by pyelography was based on 
the following factors: 

1. The position of the kidney, the normal being 
with the pelvis opposite the first or second inter- 
vertebral spaces. Variations are explained by hyper- 
mobility due to one of the known causes, displace- 
ment by a tumor, or traction by an inflammatory 
process. 

2. Disturbance of the normal longitudinal renal 
axis. It is accepted that this axis extends upward 
=_— at an angle of 15 degrees to the ver- 
tical. 

3. Disturbance of the normal anteroposterior 
axis or rotation of the kidney on its vessels as an 
axis. 

4. Distortion of one or more calyces. This is 
caused most commonly by pressure on the kidney 
from an extrarenal mass. The entire pelvis and all 
of the calyces are present, but are elongated and 
distorted. 

5. Absence of a part or all of one or more calyces. 
This is brought about most commonly by an intra- 
renal mass, an abscess or a tumor, by whicha calyx 
is destroyed or obliterated so that the solution does 
not enter it. 

6. Fragmentation of the pelvis or calyces which 
constitutes a typical picture of tumor close to the 
true renal pelvis. 

The differentiation between an intrarenal and 
extrarenal tumor may be facilitated by placing a 
coin over the palpated mass before making the 
pyelogram. It is aided also by variations in the 
renal axis and a study of course of the ureter and its 
relation to the mass. 

A tumor outside of the kidney is more likely 
to change the renal axis and distort the renal pelvis 
or calyces than an intrarenal tumor whereas a 
tumor within the kidney is more likely to obliterate 
or cause fragmentation of the calyces than an ex- 
trarenal tumor. 

Twelve cases are reported in detail. 

Emi C. Rositsnex, M.D. 
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Bullard, E. A.: A Study of the End-Results of 
Operation for Uterine Prolapse at.the Woman’s 
Hospital, 1915-1925. Am. J. Obst. & Gynec., 1926, 
xi, 023. 

Of the 361 cases of uterine prolapse reviewed by 
the author, about 95 per cent were cured by vaginal 
plastic surgery. 

The vaginal plastic work combined with ligament 
shortening from above is satisfactory perhaps in 
cases of slight prolapse, but undoubtedly the careful 
fascial reconstruction by way of the vagina was 
responsible for the successful results. 

The majority of gynecologists of today have long 
ceased to attempt to cure descent of the uterus by 
any form of suspension or fixation by the abdominal 
route. The sine qua non of the operative treatment 
of prolapse is careful reconstruction of the various 
planes of the pelvic fascia that have become atten- 
uated, overstretched, or torn. 

In none of the cases reviewed by Bullard was the 
Watkins operation followed by enterocele, but blad- 
der symptoms occurred in a considerable number of 
them. 

The Mayo operation was extremely satisfactory 
except that it was followed occasionally by an 
enterocele. 

The vaginal hysterectomy by Bissell’s technique 
was most satisfactory, but unless this operation is 
perfectly done, and perhaps even then, it may be 
followed occasionally by enterocele. 

In the discussion of this report, SruppiFoRD said 
that every type of operation fails in a certain per- 
centage of cases. An operation fails usually because 
it is not adapted to the requirements of the particu- 
lar case in which it is performed. This: means that 
the case was not properly studied with regard to 
the causative factors or the condition to be cor- 
rected. 

The Watkins operation has a distinct indication 
in a certain type of case—a case in which haste is 
possibly indicated, such as that of an elderly woman 
with prolapse — but for a successful result there must 
be very little prolapse of the posterior segment; the 
sacro-uterine ligaments must still be holding. When 
an enterocele follows the Watkins procedure the 
operation was poorly performed. 

Warp stated that Bullard’s report emphasizes 
the importance of an efficient follow-up system and 
full records. 

Harstep said that the third most common symp- 
tom in cases of prolapse is incontinence of urine, 
and that at operation on these cases special effort 
should be made to cure the incontinence. 

KE. L. Corner, M.D. 


a 


3 


98 


Aschner, B.: Conservative and Operative Treat- 
ment of Uterine Hamorrhage (Konservative 
und operative Therapie der Gebaermutterblutun- 
gen). Wien. med. Wehunschr., 1926, \xxvi, 188. 


The author states that, like roentgen or radium 
castration, the extirpation or supravaginal amputa- 
tion of the uterus with or without conservation of 
the ovaries in cases of haemorrhage of fibroid or 
ovarian origin may have very severe after-effects. 
These sequele, which are manifestations of an auto- 
intoxication or retention toxicosis, are caused by the 
artificially produced menopause since, besides the in- 
ternal secretion of the ovaries, the excretory func- 
tion of the uterus is of considerable importance for 
the general well-being of the female. 

They include obesity, plethora, metabolic dis- 
turbances, a tendency toward acute and chronic 
inflammations, cardiac and vascular phenomena, 
nervous and mental disturbances, and diseases of 
the skeletal and muscle systems, the special sense 
organs, the skin, the endocrine glands, and the vis- 
cera. 

Aschner believes that the indications for the 
treatment of hemorrhages should be revised. For 
haemorrhages due to myomata, surgical intervention 
should be as conservative as possible; only enuclea- 
tion or resection with the preservation of normal 
menstruation comes up for consideration. In hzmor- 
rhages of ovarian origin the cause is often a chronic 
hyperemia of the pelvic organs due to atony of the 
stomach, chronic constipation, or a sedentary life. 
In some cases, however, these hemorrhages may 
result from general plethora, cardiac decompensa- 
tion, or disturbances of metabolism and internal 
secretion, or may be caused by toxins, particularly 
metabolic waste products. 

By the proper use of venesection, hydrotherapy, 
catharsis, and various medicaments, the author has 
been able to avoid radical operation or roentgen 
castration in cases of hemorrhages of puberty, 
metropathia hamorrhagica, and the menopause. 

Von WELNZIERL (G) 


Ferracciu, D.: The Experimental Production of 
Endometriomata (Sulla produzione sperimentale 

di endometriomi). Riv. ital. di ginec., 1926, iv, 235 
Recently there have been numerous discussions on 
the subject of certain cystic structures of the female 
genital tract which contain blood or blood pigment 
and are lined with an epithelium presenting the 
same histological picture as that of the endometrium. 
At first these new-growths were thought to be due 
to embryonic inclusions or metaplasia of epithe- 
lium, but Sampson came to the conclusion that they 
are caused by the autotransplantation of epithelial 
cells or islands of mucous membrane through the 
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tube into the peritoneal cavity where they become 
implanted and buried in the tissues near the mouth 
of the tube or on the ovary, undergo cystic degenera- 
tion, and participate in menstruation. This hypoth- 
esis would explain the chocolate-colored or tarry 
contents of the cysts. Sampson believes also that 
the cysts may burst during a menstrual period and 
pour their contents, consisting of blood and ex- 
foliated epithelium, into the peritoneal cavity, 
giving rise to new disseminations in the pouch of 
Douglas. The epithelial lining of these cysts reacts 
histologically to menstruation, pregnancy, and the 
menopause in the same way as the mucous membrane 
of the uterus. 

With a view to determining whether Sampson’s 
theory is correct, the author performed experiments 
on dogs and rabbits. In a first series of experiments 
he made an incision in the body of the uterus, 
scraped the mucosa from the inner surface of the 
organ with the tip of a knife blade, divided it into 
minute fragments, and scattered them over the 
internal genital organs and the abdominal cavity. 
In a second series he removed the embryos from 
pregnant dogs and scattered the fragments of the 
decidua in the pelvis and abdomen. In a third series 
he resected a part of a horn of the uterus, cut it 
into fine bits with the scissors, and scattered the 
bits on the pelvic organs and in the peritoneal 
cavity. 

The first two series of experiments were negative, 
but in the third series cysts of various sizes were 
formed in a short time. In some cases the cysts were 
implanted on the abdominal organs and in others 
were scattered over the parietal peritoneum. Only 
one cyst was formed on an ovary, but in dogs and 
rabbits the ovaries are high up in the abdominal 
cavity beside the vertebral column and it would 
be difficult for the fragments to reach them if they 
were not placed there. The internal walls of these 
cysts presented an epithelium very similar to that 
of the uterine mucosa. Auprey G. Morcan, M.D. 


Proust, R., Mallet, L., and Coliez, R.: Cancer of the 
Cervix Treated with Radium at a Distance 
(Cancer du col de Vutérus traité par la curie 
thérapie 4 distance a foyers localisés). Bull. elf mém. 
Soc. nat. de chir., 1926, lii, 284. 

The vaginal application of radium in the treat- 
ment of cancer of the cervix gives excellent results, 
but is insufficient against the spread of the disease 
by way of the broad ligaments. Several years ago 
the authors recommended the application of radium 
at the base of the broad ligaments by laparotomy, 
but they have now abandoned this method in favor 
of radiotherapy at a distance. 

As surface applications of radium of sufficient 
penetration caused injury to the skin, the attempt 
was made to increase the depth action by bringing 
the radium about 12 cm. from the skin. Three 
masses of 50 mgm. of radium each were used and 
protected by lead sheets so that the skin area 
irradiated by each would not be affected by the two 


others. With this protection and by cross firing, 
the tissues at a depth of 10 cm. received 60 per cent 
of the dose received by the skin at the portal of 
entrance. 

The authors report the case of a 60-year-old 
woman who entered the hospital with an inoperable 
cancer of the cervix which had spread into the left 
broad ligament. The patient had had haemorrhages 
and had passed clots. At the time of her admission 
she had a foul-smelling discharge but no pain. She 
had not lost weight and her general condition was 
good. The diagnosis was confirmed by biopsy. 

Between the skin and the radium were placed a 
layer of wax 1 cm. thick and a layer of gauze 1 cm. 
thick. The three 50-mgm. sources of radium were 
placed 8 cm. from the skin on August 14, 1925, 
and left on until September 15. There was no 
difficulty and no local reaction although the radium 
remained in place for twenty-two of the twenty-four 
hours of each day. At examination on October 25, 
the cervix was still slightly fixed in the cul-de-sac 
but the infiltration in the broad ligament was gone 
and the body of the uterus was mobile. On the 
surface of the abdominal skin two of the radiated 
zones were very apparent. Around the periphery 
of the central and right ports of entrance there 
was some central desquamation and pigmentation. 
The left port was much less apparent. The specu- 
lum revealed slight ulceration of the lower cervical 
lip. A vaginal application of radium was then made. 

When the patient was examined in January, 1926, 
she was found to be in good condition. The cul-de 
sac was normal, the cervix small, and the fundus of 
the vagina slightly retracted. When the cervix 
was examined with the speculum it appeared to be 
completely cicatrized. KELLOGG SpeED, M.D. 


MISCELLANEOUS 


Noyes, I. H.: Pelvic Inflammation in Women. Boston 
M. & S.J., 1926, cxciv, 1025. 

Champlin, J., Jr.: The Use of Milk Injections in 
Pelvic Inflammation. Boslon M. & S. J., 1926, 
CXClV, 1029. 

Magill, W. H.: Thermotherapy in the Treatment of 
Pelvic Inflammation. Boston M. & S. J., 1926, 
cxciv, 1031. 

Noyes makes the generalization that pelvic 
inflammation of varying types is the cause of much 
semi-invalidism, a large percentage of the cases of 
sterility, and a great many of the destructive pelvic 
operations done on women during the child-bearing 
period. He reports on 4,400 women admitted to the 
Rhode Island Hospital, Providence, in the years 
1920 to 1925, 820 (18.6 per cent) of whom had some 
form of pelvic inflammation, Five hundred and 
seventy-eight were operated upon and 320 (55.3 per 
cent) were rendered sterile. 

The mucous membrane of the vagina contains 
few if any glands and is not easily infected. The 
cervical cana] is a striking contrast with its race- 
mose glands from which pathogenic organisms are 
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difficult to eradicate. In most cases of persistent 
juvenile vaginitis, an infected cervix is probably the 
chronic focus. Probably no portion of the body 
is so frequently diseased as the cervix of the parous 
woman during the child-bearing period. Persistent 
chronic infection of the cervix is almost certain to 
result in infection of the posterior parametrium and 
this may cause backache, dysmenorrhoea, or men- 
orrhagia. 

In the genital tract the gonococcus travels upward 
by direct progression along mucous surfaces more 
readily than by the blood stream or lymphatics. In 
this respect it differs from the streptococcus. The 
endometrium seems more or less immune to direct 
attack by the gonococcus. In the fallopian tubes, 
however, the gonococcus readily gains a foothold. 
In the latter, as well as the cervix, the infection may 
be limited to the mucous lining, but eventually, in 
most cases, the involvement becomes extensive, 
with serious damage to the tube wall. 

The author stresses the clinical significance rather 
than the pathological status of the gonorrhoeal in- 
fection. He discusses the frequency of tuba] involve- 
ment in cervical infection, the probability of resolu- 
tion of the tubal infection under medical manage- 
ment, the incidence of pregnancy after resolution, 
and the incidence of postpartum infection in cases of 
gonorrheeal cervicitis coincident with or occurring 
during pregnancy. Of thirty-three patients with 
positive smears, seventeen showed a_ positive 
urethra and cervix, eleven a positive urethra only, 
and five a positive cervix only. After observation 
ranging from one to twenty-one months, thirteen 
(39 per cent) developed evidence of more extensive 
intrapelvic inflammation. 

Of another series of twelve pregnant patients, all 
of whom acquired their infection at the time of, or 
shortly after, the establishment of pregnancy, none 
developed any marked puerperal sepsis. 

The bacteria most frequently concerned in puer- 
peral sepsis are the streptococcus, staphylococcus, 
and colon bacillus. ‘The infection spreads chiefly 
by way of the lymphatics or blood stream. ; 

For the treatment of pelvic inflammation, 
CHAMPLIN recommends the more general use of non- 
specific protein therapy, since animal experimenta- 
tion and practical medicine have shown the stimu- 
lating effect of such therapy on the body cells, 
especially those weakened by infection. The most 
forceful efforts made to throw off infection are made 
by the affected cells themselves. Under the stimulus 
of foreign proteins given subcutaneously, intra- 
muscularly, or intravenously, the protoplasm 
develops phagocytic properties, the toxins are 
neutralized by the fresh production of antibodies 
and ferments, the local metabolism is intensified, 
and the pus is absorbed. 

The use of milk in non-specific protein therapy 
was originated by Schmidt of Prague in 1916. In 
America it was inaugurated by Gellhorn of St. Louis. 

As a rule, ordinary whole milk is used. It is 


prepared in various ways. Centrifugalized fat-free 
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milk causes less local irritation and less marked 
general and focal reactions. The methods and 
technique of the preparation of the milk vary with 
different men and clinics. Gellhorn uses milk 
sterilized by boiling or by pasteurization at 80 degrees 
C. for one hour on six successive days. When ready 
for use, 10 c.cm. of milk is placed in a sterile test 
tube and boiled for ten minutes in a water bath. 
Five cubic centimeters of milk are injected into the 
gluteal muscles and the injections are repeated at 
intervals of from three to five days. The amount 
injected is gradually increased to 10 c.cm. by the 
third injection. The average number of injections 
is six. 

The first injection is followed after from six to 
eight hours by a general reaction characterized by 
chills, fever, headache, and general malaise. 

Cardiac decompensation, diabetes, and alcoholism 
are contra-indications to such therapy. 

The principal field of protein therapy in gyne- 
cology is in the treatment of pelvic infections, 
particularly those of gonorrhoeal origin. Such 
infections of the bladder, uterus, and tubes respond 
to it well, but those of the cervix and ovary do not. 

MAGILL states that until the advent of diathermy, 
which is the local production of heat by the pene- 
tration of the tissues with an electrical current of 
high frequency, the treatment of pelvic infection 
with heat was limited practically to the vaginal 
douche. Titus uses an anterior electrode over the 
abdomen and a posterior electrode over the sacral 
region. The Corbus-Chapman method with vaginal 
and rectal electrodes and a thermometer attach- 
ment is an improved procedure for the localization 
and concentration of heat in the pelvic tissues. By 
the use of this electrical agency, heat can be gen- 
erated to tolerance, usually between 1o5 and r10 
degrees F. for medical purposes, or still higher for 
tissue destruction in surgical diathermy. 

Corbus and O’Connor state that gonococci are 
killed at a temperature between 104 and 108 degrees 
F. in forty minutes. If the organisms are not 
killed, it is probable that at least their virulence is 
attenuated. 

According to Magill, the local application of heat 
is contra-indicated in acute pelvic inflammation, 
particularly in postpartum and postabortion infec- 
tions. Cuar.es I’. DuBots, M.D. 


Pribram, E.: The Cultural Method of Testing the 
Virulence of Bacteria from the Cervix and 
Vagina and Its Significance with Regard to 
Postoperative Morbidity and Mortality (Zur 
kulturellen Virulenzpruefung von Cervix- und 
Scheidenkeimen und ihre Bedeutung fuer die post- 
operative Morbiditaet und Mortalitaet). Zentralbl. 
Jf. Gynack., 1926, 1, 137. 

As the result of the findings of virulence tests in 
105 gynecological and obstetrical cases the author 
regards as incorrect the opinion held at Bumm’s 
clinic that a positive reaction to Philipp’s virulence 
test is in itself sufficient to contra-indicate radical 
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operation for an otherwise operable carcinoma and 
cesarean section. He concludes, moreover, that it 
is impossible to predict the postoperative course 
from an increase in the bacteria in the blood within 
the first three or four hours after operation. 

He was unable to corroborate the statement of 
Philipp that hemolytic streptococci which are very 
virulent in the patient’s blood will increase in the 
blood of another person in the same manner as in 
the patient’s blood. In Pribram’s opinion, it is 
impossible positively to predict the clinical course 
of an infection from any laboratory test alone and 
the most that may be expected from laboratory 
tests are suggestions for treatment. Wo rr (G). 


Fuss, E. M.: The Virulence Test in Gynecology and 
Obstetrics (Die Virulenzprobe in der Gynaekologie 
und Geburtshilfe). Zentralbl. f. Gynaek., 1926, |, 
140. 

From the use of the virulence test of Ruge and 
Philipp in 516 gynecological and obstetrical cases, 
the author concludes that the demonstration of the 
presence of virulent bacteria by this test is a warn- 
ing, since such virulent bacteria, if given the oppor- 
tunity to multiply, will probably cause a_ severe 
infection. The demonstration of the presence of 
avirulent bacteria by this test usually indicates the 
absence of severe infection. 

Occasionally, however, severe infections occur in 
association with apparently avirulent bacteria. In 
such cases the virulence test fails because the in- 
fecting organisms are almost exclusively anwrobes. 
Therefore when the advisability of operation is to be 
determined from the findings of the virulence test, 
control tests for the presence of anerobes, especially 
gas-formers, should be made. Wo rr (G). 


Mgller, W.: The Effect and Risks of Radium Treat- 
ment in Benign Gynecological Complaints. 
Acta obst. et gynec. Scand., 1925, iv, 222. 

It is thought that roentgen therapy arrests endo- 
metrial bleeding by destroying the ovarian follicles 
and their derivatives. Radium is believed to have 
a similar action but to have also a direct effect on 


the uterine mucosa. In a study of the uteri and 
ovaries of thirty-two women treated with radium 
(twenty-five of whom had a benign condition), the 
author found no evidence of any destructive change 
in the endometrium which might be ascribed to the 
radium. He therefore concludes that the direct 
action of radium upon the uterus is negligible. Its 
action on the ovaries appeared to consist in an initial 
destruction and a reduction or arrest of the growth 
of the follicles. In every case, however, a certain 
number of follicles remained unchanged. M@ller 
ascribes to the latter the return of the menses after 
radium treatment. 

In reducing the size of a fibroid which is the cause 
of bleeding, irradiation acts directly upon the tumor 
tissue and not through the ovaries. This conclusion 
is supported by the findings in cases reported by 
Meyer and by those in fifty irradiated myomata 
examined by the author. 

Contra-indications to the use of radium in cases 
of fibroids are the presence of infection and of sub- 
mucous myomata. Of 103 women studied by the 
author, fifteen showed signs of infection following 
radium treatment and four showed severe infective 
sequelz, the relation of which to the treatment was 
too obvious to be denied. The latter four required 
operation, and two of them died. Of seven patients 
with submucous myomata who were treated with 
radium, five developed signs of infection. 

A causal relationship between irradiation and the 
subsequent development of cancer has not been 
established, but the author has collected thirty 
cases from the literature and knows of six others 
in which cancer developed after radiotherapy. He 
therefore advises careful watching of cases in which 
irregular bleeding occurs following the amenorrhoea 
due to irradiation. 

Women who have been treated with radium should 
be strongly advised against becoming pregnant 
during the time immediately preceding the amen- 
orrhee, as abortion is frequent in such cases and the 
ofispring resulting from the fertilization of an ovum 
from an irradiated growing follicle may be inferior. 

Goopricu C. ScHAUFFLER, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


On Chorea Gravidarum and Its 


Groené, O.: ; 
Acta obst. et gynec. Scand., 1925, iv, 203. 


Etiology. 
Until he saw the two cases reported in this article, 
the author did not share the opinion that chorea 
gravidarum is a formidable condition. ‘The first 
case was that of a 22-year-old primigravida in 
the seventh month of pregnancy, who, at the age 
of 17 years, had had an attack of chorea minor. 
The second case was that of a multipara, also 22 
years of age, who had never been affected with 
chorea. In both cases the condition had a very acute 
onset and severe course with high fever and in 
both the pregnancy was interruped by vaginal 
cwsarean section. In one case there was an erup- 
tion somewhat resembling that of measles. The 
first patient died and the second recovered. 

Chorea gravidarum, especially in its severe form, 
is a rare disease. It is most common between the 
ages of 16 and 25 years. Its incidence is 4.3 per 
cent in the first three months of pregnancy, 2.8 per 
cent in the second three months, and 1.0 per cent 
in the third three months. It has a marked tend- 
ency to recur in subsequent pregnancies. 

The author favors the theory that it is of an 
infectious nature. Its severity in pregnancy is due 
merely to the decrease in the patient’s general 
resistance. Not infrequently there is a history of 
chorea minor. The theory of infection is supported 
by the constant presence of a fever, occasional 
septic eruptions, and effusions into synovial cavities. 

The mortality ranges from 17 to 30 per cent, while 
that of chorea minor ranges from 2 to 5 per cent. 
The prognosis is extremely unfavorable if, from the 
beginning, there has been a high temperature or a 
psychotic element. In most cases the onset of labor 
has a favorable effect. In serious cases, labor should 
be induced. However, the beneficial effect of inter- 
ference is due, not to cure of the disease, but merely 
to restoration of the normal resistance. 

Goopricu C. SCHAUFELER, M.D. 


Forssner, H., Sundell, C., and Kjellin, G.: The 
Relationship Between Pregnancy and Tuber- 
culosis. Acta obst. et gynec. Scand., 1925, iv, 210. 

The harmful influence of pregnancy on tubercu- 
losis has not yet been definitely established. Cases 
in which pregnancy has been terminated cannot be 
cited as evidence. It has been shown that flare-ups 
occurring during pregnancy may be merely coinci- 
dental, and that sudden unexplained flare-ups 
independent of pregnancy may be benefited or 
arrested during and after pregnancy. Only cases in 
which pregnancy has been allowed to exert its sup- 
posed harmful effect to term can be used as evidence. 


The authors review the cases of 359 women with 
a definite diagnosis of tuberculosis who became 
pregnant and were kept under observation for a 
period of two years after delivery. They studied 
also a control series of 259 women of the same social 
status (working classes) and age (between 17 and 
45 years) who were under observation for two 
years and were not pregnant either during this time 
or in the preceding year. 

According to Turban’s classification, the cases 
may be divided into three groups, viz.: (1) those in 
which the condition is benefited or remains station- 
ary; (2) those in which it becomes aggravated; and 
(3) those in which it proves fatal. From the author’s 
findings it appears at first glance that the non- 
pregnant women got along considerably better 
than the pregnant women, but it is pointed out 
that when the former group were admitted to the 
hospital they had serious complaints referable to the 
lungs whereas many of those who were pregnant 
had no subjective symptoms and hence the latter 
group included a larger number of quiescent cases. 

According to a corrected table which shows only 
the cases in which bacilli were demonstrated during 
the two-year period of observation, there was little 
or no difference in the progress of the two groups 
when the condition was mild (Turban’s Type 1), 
but it is impossible to deny that pregnancy may 
exert a harmful influence on the advanced cases 
(Turban’s Types 2 and 3). The findings in the 
early cases are of greater importance than those in 
the others because it is the mild cases in which the 
decision for or against intervention is most difficult. 
In advanced cases intervention is almost never 
advisable. 

The babies of the tuberculous mothers weighed 
about the same as those of non-tuberculous women. 
They were never born tuberculous. Subsequent 
tuberculosis in such infants is acquired by contact 
after birth. When the infants are taken from thei 
mothers at birth their chance of avoiding the disease 
is about doubled. 

As a result of their study, the authors advise 
against artificial interruption of the pregnancy. 

Goopricu C. ScHAUFFLER, M.D. 


Mcllroy, A. L.: Pulmonary Tuberculosis Com- 
plicated by Pregnancy. Proc. Roy. Soc. Med., 
Lond., 1926, xix, Sect. Obst. & Gynwe., 61. 

Mcllroy’s statistics indicate that pregnancy is a 
very serious complication of pulmonary tuberculosis. 

Primigravide are particularly susceptible to pul 
monary changes. A definite lung tuberculosis is 
manifested by a slight cough or general malaise, but 
this is often overlooked by the physician, being 
ascribed to the pregnancy. The idea that preg- 
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nancy improves the general condition of a tuber- 
culous patient is fallacious; the ovum may act 
as a parasite draining the mother’s vitality. 

There is considerable controversy regarding the 
end-results of the induction of abortion. The 
advisability of this procedure depends upon the 
conditions in the particular case. Abortion should 
never be induced after the twentieth week of preg- 
nancy. The best method is tent insertion. 

When the child is carried to term, and the 
mother’s tuberculosis is slight and unaffected by 
nursing, it is advisable to give the baby breast feed- 
ings for three months at least. Babies born of 
tuberculous mothers are usually healthy and un- 
affected by the mother’s milk. 

It is essential that the mother be given constantly 
the care usually given for tuberculosis and that the 
baby be isolated to prevent its infection from the 
mother. 

Further pregnancies should be avoided until two 
years after all symptoms have subsided. Contra- 
ceptives may be advised or temporary sterilization 
may be employed. For the latter, the X-ray is 
preferable to operative measures. 

Macnus P. Urnes, M.D. 


Hofbauer, J.: The Defensive Mechanism of the 
Parametrium During Pregnancy and Labor. 
Bull. Johus Hopkins Hosp., Balt., 1926, xxxviii, 
255. 

The author states that during pregnancy a 
phagocytic tissue, consisting of monocytes and 
clasmatocytes, makes its appearance in the base of 
the broad ligament and is intensified under the stress 
of prolonged labor and particularly by the presence 
of infection. The development of this tissue from 
resting wandering cells and adventitial cells can be 
demonstrated. 

The appearance of this phagocytic tissue in the 
parametrium must be regarded as a_ biological 
reaction against infection. It favors the develop- 
ment of local immunity in a region exposed to 
infection, and must be of service in doing away with 
débris and bacteria. 

The mode of its production is not yet clear, but it 
may have important implications with regard to 
auto-infection and low cervical section. 

The development of lymphoid tissue within the 
walls of lymphatics in the parametrium is probably 
an additional defensive mechanism. 

RoLaAnpb S. Cron, M.D. 


Browne, F. J.: The Etiology of Accidental Ham- 
orrhage and Placental Infarction: An Experi- 
mental Investigation. ril. M.J., 1926, i, 683. 

Accidental haemorrhage has been generally as- 
cribed to toxamia of pregnancy, but some obste- 
tricians hold that the toxemia is due to the hamor- 
rhage. 

From a study of pregnant rabbits in which an 
acute nephritis was produced by injecting oxalates 
and certain bacteria, the author found that nephritis 


is an important condition predisposing to hamor- 
rhage. The most important hemorrhage-producing 
bacteria seem to be the bacillus pyocyaneus and 
bacillus coli. 

Placental infarction and accidental hemorrhage 
are the end-results of a toxamia produced by acute 
nephritis. 

When only organisms or their toxins were injected 
no hemorrhage occurred. 

An acute oxalate nephritis leads to marked urea 
retention, but even when the urea concentration is 
at its highest the urine may be free from albumin. 

Macnus P. Urnes, M.D. 


Fitzgibbon, G.: A Revised Conception of Ante- 
partum Accidental Hemorrhage. Proc. Roy. 
Soc. Med., Lond., 1926, xix, Sect. Obst. and Gynwce., 
So. 


This article reports a study of cases of antepartum 
hamorrhage seen during a period of six years at the 
Rotunda Hospital, Dublin. 

From his findings, Fitzgibbon concludes that he 
cannot accept the common explanation that in the 
revealed typé of haemorrhage the uterine muscle is 
healthy and therefore resists distention by blood 
pouring into the uterine cavity, while in the con- 
cealed type the muscle distends because it is 
diseased. He has found labor to be the common 
outcome of both types. The labor is usually rapid 
and the uterus acts perfectly both during and after 
delivery, regardless of whether the haemorrhage is 
revealed or concealed. 

While Fitzgibbon accepts the view that accidental 
haemorrhage is due to toxemia, he discovered that 
although the other toxamic diseases occur twice as 
frequently in primipara as in multipara, at least 
85 per cent of the accidental hamorrhages studied 
occurred in multipare. 

A close relation was noted between the vitality 
of the fetus and the degree of albuminuria, but 
there was no relation between these and the type 
of the accidental hamorrhage. In no case in which 
the uterus was tense or painful was a living infant 
born. On the other hand, seventeen viable and six 
dead fetuses were delivered in twenty-three cases in 
which the uterus was normal to palpation. Histo- 
logical examination of the uteri showed separation 
of the muscle fibers, invasion of the interstitial 
tissue by blood, and intramuscular haemorrhages 
about the periphery of the small veins which was 
most pronounced in the outer layer of the uterus. 
There was no degeneration of the muscle fibers. 

The author divides accidental haemorrhages into 
two types: (1) those due to a simple and truly 
accidental ablation of part of the placenta, and (2) 
those resulting from a toxwmic condition due to a 
haematoma or apoplexy of the uterine wall which 
involves the placental site but did not originate 
there. Ninety per cent of the patients with the 
second type are multiparaw. In the author’s opinon, 
the cause is chronic interstitial nephritis. When 
there is external bleeding the blood is always dark 
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and never clots; it is not whole blood but hamor- 
rhagic serum expressed from coagula retained in the 
uterus. If the fetus is alive, the patient is treated 
palliatively, the symptoms being met as they appear. 
In cases of persistent bleeding labor may be induced 
by puncture of the membranes. It is then allowed 
to follow its own course. Plugging of the vagina 
has been completely abandoned. 

The author contrasts a series of confinements 
occurring in the period from 1911 to‘1919, during 
which time plugging of the vagina was the principal 
treatment and hysterectomy or casarean section 
was occasionally substituted, with a series of con- 
finements occurring in the period from 1920 to 1925, 
during which time palliative measures were used. 

ALBert W. Horman, M.D. 


Stander, H. J., and Peckham, C. H.: A Classifica- 
tion of the Toxzmias of the Latter Half of 
Pregnancy. Am. J. Obst. & Gynec., 1926, xi, 583. 


From a study of 120 cases, the authors suggest the 
following classification of the late toxamias of 
pregnancy: (1) eclampsia, (2) pre-eclampsia, (3) 
chronic nephritis complicating pregnancy, (4) 
eclampsia superimposed upon nephritis, and (5) the 
low-reserve kidney. 

Eclampsia is a fairly definite entity. Its usual 
signs are convulsions and coma, a relatively sudden 
marked increase in the blood pressure, and the 
excretion of a large amount of albumin in the urine 
occurring during the last third of pregnancy, par- 
ticularly near term, and followed by a complete 
return to normal at the end of the puerperium. 
Frequently the condition is associated also with an 
increase in the uric acid and sugar content of the 
blood, a low carbon-dioxide combining power, and 
the presence of a large amount of ammonia in the 
urine. All of these findings also disappear rapidly 
during the puerperium. Ophthalmoscopic examina- 
tion may show detachment or oedema of the retina, 
but never any sign of albuminuric retinitis or the 
other changes which are so frequently associated 
with nephritis. 4 

As there is no evidence that eclampsia per se 
does any permanent damage to the kidneys, it is 
not to be considered a contra-indication to further 
pregnancies. 

Pre-eclampsia seems to be a definite entity, but 
differs from eclampsia only in being unassociated 
with convulsions or coma and of a milder character. 
The author’s studies seem to indicate that this is 
probably the rarest variety of toxemia of pregnancy, 
its incidence not exceeding 5 per cent. If it becomes 
slightly worse, the patient will develop convulsions 
unless the pregnancy is promptly terminated. 


Chronic nephritis complicating pregnancy is 
progressive. Each subsequent pregnancy is asso- 
ciated with increasing renal impairment. The 


presence of chronic nephritis is evidenced by a 
high blood pressure persisting for two or three weeks 
after delivery. In such cases the diastolic level is of 
especial significance. Patients with chronic nephritis 
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are usually discharged with a diastolic pressure well 
over go and, in addition, about 4% gm. of albumin in 
the urine. 

In cases of low-reserve kidney the last few months 
of pregnancy may show a moderate rise in the blood 
pressure, usually about 150~-go, and a relatively small 
amount of albumin in the urine ranging from a 
fraction of a gram to very slightly over 1 gm. just 
before delivery. There may also be some oedema. 
Very rarely, there is headache. By the end of the 
puerperium the blood pressure has returned to its 
normal level, the urine is free from albumin or 
contains only a faint trace of it, and any oedema that 
may have been present has disappeared. At no 
time are there any signs of a disturbance of the blood 
chemistry. The nitrogen partition in the urine is 
normal. Pregnancy does not injure this type of 
kidney. E. L. Cornett, M.D. 


Miller, C. J.: Glucose and Insulin in the Toxzemias 
of Pregnancy. Am. J. Obsl. & Gynec., 1926, xi, 763. 


For the last five years the author has been using 
glucose in the treatment of the toxamias of preg- 
nancy, and for the last several months has been 
employing it with insulin. The success of the 
method has induced him to rely upon conservative 
measures in handling such cases. Routine measures 
are, of course, employed also. 

The proper administration of the glucose is of the 
utmost importance. Proctoclysis is unreliable; 
hypodermoclysis, while better, is not entirely satis- 
factory. The ideal method is intravenous infusion. 

In the ordinary case, Miller has been using a 5 
per cent solution of glucose and giving one unit of 
insulin for every 3 gm. of glucose until from ten to 
fifteen units have been given. It is safe to repeat 
the procedure. 

At least forty cases of toxemia and twenty cases 
of eclampsia have been treated with excellent results 
by his modification of the Stroganoff method com- 
bined with glucose. Since the recent addition of 
insulin to the method, the results have been even 
better. E. L. Cornett, M.D 


Caudiére and Guérin-Valmale: Maternofetal Blood 
Reactions (Réactions sanguines maternofétales). 
Bull. Soc. d’obst. et de gynéc. de Par., 1926, xv, 85. 


The authors report the results of a study of the 
reactions of the maternal and fetal blood which were 
made immediately after the birth. The fetal blood 
was taken from the umbilical cord and the maternal 
blood from a vein of the arm. 

Fifteen women and their infants were studied. In 
eleven cases there was a normal pregnancy termi- 
nating in the normal delivery of a normal child. In 
nine cases the maternal serum was without effect 
on the fetal blood cells, but in two it caused agglu- 
tination. The fact is emphasized that in at least 
two cases there was no eclampsia, albuminuria, or 
other sign of a toxic condition. In ten cases the 
fetal serum was without effect on the maternal 
blood cells, but in one it caused agglutination. The 
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latter was not one of the two cases in which the 
maternal serum agglutinated the fetal blood. 

Eclampsia occurred in three of the fifteen cases. 
In one, the maternal serum agglutinated the fetal 
blood, but the fetal blood did not agglutinate the 
maternal blood. In the two others neither serum 
caused agglutination. 

In one case the maternal serum caused marked 
agglutination of the fetal blood and the fetal serum 
caused marked agglutination of the maternal blood. 
This was the case of a patient suffering from pul- 
monary tuberculosis. 

The authors conclude from their observations 
that eclampsia is not due to the mixture of incom- 
patible maternal and fetal blood. 

SALVATORE DI PALMA, M.D. 


Westphal, U.: Ten Years’ Experience with Eclamp- 
sia (Zehn Jahre Eklampsie). Zéschr. f. Geburtsh. u. 
Gynaek., 1926, |xxxix, 626. 

In 22,809 deliveries occurring in the Hamburg 
Municipal Obstetrical Institute during the last ten 
years there were 189 cases of eclampsia. One 
hundred and fifty-four of the women with eclampsia 
were primipare. Thirteen were under 20 years of 
age, seventy-one between 20 and 25 years, fifty-two 
between 26 and 30 years, and fifty-three older than 
30 years. In 138 cases the eclampsia occurred 
during the last months of pregnancy, and in thirty- 
two in the ninth month. Its earliest development 
was the fifth month. There was no apparent rela- 
tionship between the weather and the eclampsia. 
Neither was it possible to establish a greater number 
of attacks on days with excessive moisture in the 
air than on clear days. 

In the treatment of severe cases labor was 
induced as soon as possible, but in cases of moderate 
severity this was not done. When the dangerous 
symptoms persisted after venesection (with infusion 
of sodium chloride or glucose solution) and the use 
of chloral hydrate or, as has been the practice in 
recent years, the use of the sodium salt of luminal 
and magnesium sulphate, the uterus was immedi- 
ately emptied. 

In sixty-four cases delivery occurred spontaneous- 
ly. In eighty-one the forceps were used. In fifteen, 
version and extraction were done. In twenty-six 
cases Operative measures were necessary (trans- 
peritoneal section in twenty-three cases and cra- 
niotomy in two). The maternal mortality was 8.5 
per cent. The fetal mortality was 20.6 per cent if 
all of the infants which died are included in the 
calculation, but if twelve infants whose body 
length was under 35 cm. are excluded, it was only 
14 per cent. SCHLOSSMANN (G) 


Rucker, M. P.: The Treatment of Eclampsia. 
Virginia M. Month., 1926, liii, 97. 

The prophylaxis of eclampsia consists in careful 
observation of the patient, rest in bed, a carbo- 
hydrate diet, intestinal cleansing, and the forcing of 
fluids when the blood pressure rises. If there is no 


improvement, interruption of the pregnancy should 
be considered. 

In a follow-up study of cases of toxemia of preg- 
nancy treated at the Johns Hopkins Hospital, Balti- 
more, it was found that in toxic cases in which the 
eclampsia was prevented the incidence of kidney 
impairment was higher than in those with eclampsia. 
This was due to the fact that the cases without 
convulsions were carried along in the interests of the 
child and the toxic agents therefore acted for longer 
periods of time. 

The best obstetrical opinion is rapidly going over 
to conservative treatment. In an attempt to classify 
eclampsia clinically, the London Committee on 
Eclampsia of the Third British Congress of Ob- 
stetrics and Gynecology gave the following seven 
phenomena as signs of danger and any two as 
signifying a severe case: coma, a pulse rate of over 
200, a temperature above 103 degrees F., a number 
of convulsions greater than ten, a urine that boils 
solid, absence of oedema, and a blood pressure above 
200 mm. 

A table of results obtained in various London 
hospitals gives the mean mortality of induction of 
labor and spontaneous delivery as 9.6 per cent. This 
is the lowest mortality of the listed modes of delivery. 

In the control of the convulsions morphine holds 
first place; the author favors large doses. He dis- 
cusses also the administration of magnesium sul- 
phate intravenously and intramuscularly. He advo- 
cates it to relieve convulsions and coma. The forcing 
of fluids and the administration of glucose are also 
important. Venesection is advocated especially for 
cases with pulmonary oedema. 

The after-treatment consists in delivery as soon as 
the patient’s condition warrants it, the tapering off 
of the treatment with bromides, chloral, and paralde- 
hyde, and cautious additions to the diet. Pregnancy 
may be permitted after three years if there is no 
evidence of permanent kidney impairment. 

ALBert W. Hotman, M.D. 


LABOR AND ITS COMPLICATIONS 


Theobald, G. W.: A Plea for Drastic Reform in the 
Teaching of Midwifery. Proc. Roy. Soc. Med., 
Lond., 1926, xix, Sect. Obst. and Gynec., 94. 


Because of the high maternal mortality in England 
and Wales, the fact that a large number of women 
are permanently injured at parturition, and the fact 
that over one-third of the 3,000 maternal deaths 
per year in these countries are due to sepsis, the 
author advocates a marked change in the teaching 
of obstetrics to physicians and midwives. 

He has never known of fatal puerperal sepsis in a 
patient who had not been examined vaginally before 
delivery. Of thirty-five primipara and sixty-five 
multipara who were allowed to deliver themselves, 
the nurse standing at a distance from the bed (the 
“Garden of Eden” method), the perineum remained 
intact in eighteen of the former and sixty-two of 
the latter. 
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In 200 other cases the nurse prevented the head 
from being born too precipitately (the modified 
“Garden of Eden” method). Eighty of the patients 
in this group were primipare and 120 were multip- 
are. The perineum remained intact in sixty-three 
of the former and 116 of the latter. 

Theobald suggests that nurses be forbidden to 
make vaginal examinations, deliver breech presenta- 
tions, or control the fundus during the third stage. 
He recommends that the modified “Garden of 
Eden” method of delivery be adopted, that binders 
be abolished, that free drainage and purgation be 
obtained during the puerperium, and that the 
student living in the maternity hospital spend less 
time watching operations he will never perform and 
a great deal more time watching normal labor. 

Atpert W. Hotman, M.D. 


Williams, J. W., and Sun, K. C.: A Statistical 
Study of the Incidence and Treatment of Labor 


Complicated by Contracted Pelvis in the 
‘Obstetrical Service of the Johns Hopkins 
Hospital from 1896 to 1924. Am. J. Obst. & 


Gynec., 1926, xi, 735. 


From a review of the cases of contracted pelvis 
admitted to the obstetrical service of the Johns 
Hopkins Hospital from 1896 to 1924, the authors 
found that the usual types of contracted pelvis 
occur somewhat more than four times more fre- 
quently in negro women than in white women (37.31 
and 8.96 per cent), while the incidence of funnel 
pelvis is the same in the white and colored races. 

In white women the generally contracted pelvis 
is closely followed in frequency by the typical funnel 
pelvis, while in colored women the generally con- 
tracted rachitic pelvis is second in order of frequency. 
Rickets plays an extraordinarily important part in 
the genesis of pelvic abnormality in the negro woman 
and analmost negligible part in such abnormalities in 
the white woman, its incidence in the cases reviewed 
being 15.23 per cent in the colored women and 0.83 
per cent in the white women. Under the influence 
of urban life, the negro tends to degenerate physically. 

With every additional half centimeter of con- 
traction, the colored woman has more spontaneous 
and fewer operative labors than the white woman. 
The simple flat pelvis is more serious to the white 
woman than the generally rachitic pelvis is to the 
colored woman. ‘The white woman has fewer 
spontaneous and many more operative labors than 
the black woman. 

The generally contracted rachitic pelvis is to be 
regarded as a manifestation of degeneration. That 
the child is involved in the process is evident from its 
smaller size. White women with a flat pelvis usually 
show no signs of physical degeneration, frequently 
exceed the average in height and weight, and have 
babies of more than average size. 

Breech presentations occur approximately twice 
as frequently and transverse presentations three 
times as frequently in cases of contracted pelvis as 
in cases of normal pelvis. 
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In the cases reviewed by the authors the gross 
maternal mortality was 0.97 per cent and the net 
maternal mortality 0.44 per cent. The net fetal 
mortality was 3.54 per cent. 

During the twenty-eight years covered by this 
study, the treatment of labor complicated by con- 
tracted pelvis has undergone many changes. 

During the first period (from 1896 to 1905), the 
mortality from cesarean section was still relatively 
high and the operation was not resorted to until the 
patient had been subjected to the test of labor. 
Version and extraction, high forceps, and_ late 
cwsarean section were the operations most common- 
ly employed, with the result that both the fetal and 
the maternal mortality were relatively high. 

In the second period (from 1905 to 1910), pubi- 
otomy was introduced. While this procedure gave 
very satisfactory results so far as the mother was 
concerned, the fetal mortality was high. It was 
therefore performed less and less frequently until 
finally its employment was limited to a single 
indication, namely, certain cases of funnel pelvis in 
young women, in which it sometimes afforded a 
means not only of overcoming the dystocia but also 
of converting the contracted pelvis into a pelvis that 
was essentially normal. Even with this restriction, 
no pubiotomy has been performed on the service 
since 1910. 

The last period (from 1910 to 1924) was charac- 
terized chiefly by the greatest possible extension of 
prenatal care and a considerable increase in the em- 
ployment of cesarean section. 

The normal weight of the newborn having been 
set at 3,250 gm., it was found that the number of 
children which attained or exceeded that figure 
varied greatly in the two races as well as in the 
several types of pelvis. Practically one-half of the 
white infants and two-thirds of the colored infants 
fell below that limit, a fact which explains why 
spontaneous labor is so much more frequent in the 
cases of colored women than in the cases of white 
women. 

In all cases of generally contracted pelvis the 
children were small, whereas in those of the simple 
flat and typical funnel varieties they were relatively 
large. 

Women with simple flat and funnel pelves are 
often large and present no manifest signs of physical 
degeneration. ‘Therefore in many instances the 
abnormality will escape recognition unless routine 
pelvimetry is done and the clinical signs of dis- 
proportion are noted. i. L. Cornett, M.D. 


Guéniot and Suzor: Rupture of the Uterus in a 
Case of Face Presentation; Hysterectomy 
(Rupture uterine a la suite d’une présentation de la 
face, guérie par hystérectomie). Bull. Soc. d’obst. 
et de gynéc. de Par., 1926, xv, 33. 

The patient whose case is reported in this article 
was a 22-year-old para-li. She stated that during 
her labor her obstetrician pressed upon her abdo- 
men and asked her to bear down. Whenever he 
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exerted such pressure, she experienced a sharp 
pain in the left iliac fossa. The membranes were 
ruptured artificially. 

Examination of the patient at the hospital 
revealed complete dilatation of the cervix, a face 
presentation, thinning out of the lower uterine seg- 
ment with a contraction ring above the umbilicus, 
and oedema of the vulva. The pulse was 92. 

Forceps having been applied to rotate the head, 
the infant, which was dead, was delivered with 
ease. As a slight hamorrhage occurred, the placenta 
was delivered manually. Exploration of the uterus 
then revealed a rupture at the level of the inferior 
segment on the left side. A diagnosis of complete 
rupture was made. 

Laparotomy disclosed an incomplete rupture of 
the anterior wall of the uterus on the left side and 
a very large subperitoneal haematoma. A subtotal 
hysterectomy was performed and a Mikulicz drain 
inserted. Immediately after the operation the urine 
contained blood, but the next day it was clear. The 
convalescence was febrile. ‘The patient was dis- 
charged from the hospital on the twenty-sixth day. 

The cause of the rupture in this case was unusual 
as face presentation without rotation is rare. The 
site of the rupture—anterior and to the left—cor- 
responded to the large occipital prominence of the 
bent head. ‘The appearance of blood in the urine 
when the urinary bladder remains intact is a well- 
known occurrence in such cases. The erroneous 
pre-operative diagnosis of complete rupture was due 
to the separation of the peritoneum from the 
uterus. SALVATORE DI Pata, M.D. 


Yule, G. W.: A Case of Cesarean Section in Twin 
Pregnancy. /dinburgh M. J., 1926, xxxiii, Edin- 
burgh Obst. Soc., 49. 

The author reports the case of a primigravida who 
entered the hospital about three weeks before term 
with albuminuria of pregnancy associated with 
vomiting and oedema. The albumin in the urine 
never fell below o.2 per cent, but the patient’s general 
condition improved. 

After twelve hours of labor, chloroform anas- 
thesia was induced and forceps were applied, the 
head having made little advance. The patient then 
became deeply cyanosed and pulseless, and died of 


gradual cardiac failure. A child showing marked 
head moulding was extracted by cwsarean section, 
but failed to respond to resuscitative measures. On 
the removal of the placenta, another child was felt. 
When the second child was extracted the cord was 
pulsating feebly and slowly. After lengthy mouth- 
to-mouth insufflation, it recovered and left the 
hospital ten days later in good condition. 

By accurate record, ten minutes elapsed between 
the death of the mother and the extraction of the 
living child, a fact which demonstrates that some 
foetuses can bear apnoea for a much longer time 
than others. Macunus P. Urnes, M.D. 


Stone, E. L.: Obstetrical Shock. Am. J. Obst. & 
Gyncc., 1926, xi, 650. 

It is suggested that obstetrical shock may depend 
in part upon factors not ordinarily present or 
recognized in surgical shock. 

Routine observation of the blood pressure 
throughout the course of operation is recommended 
as the best prophylactic measure against shock. 

A clinical syndrome is described which suggests a 
clinical relationship between toxic states in preg- 
nancy and liability to shock. 

Schickele has suggested that obstetrical shock 
may have a definite anatomical and pathological 
basis in certain organs similar to the lesions of 
eclampsia. Cases of clear-cut nephritis described 
suggest that their pathological changes may simu- 
late eclamptic lesions more closely than has been 
ordinarily supposed. KE. L. Corner, M.D. 


MISCELLANEOUS 


McCormick, C. O.: Outlet Pelvimetry and Its 
Importance. Am. J. Obst. & Gynec., 1926, xi, 794. 
Because the great majority of obstetrical cases 
are cared for by the general practitioner, because 
the majority of medical school graduates become 
general practitioners, and because contracted 
pelvic outlets are so common, the author believes 
that the progress of obstetrics cannot be advanced 
any more rapidly than by greatly emphasizing the 
important subject of outlet pelvimetry in textbooks 

and in practical obstetrical teaching. 

I. L. Cornett, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Pieri, G.: A Method of Operation for Floating 
Kidney (Processo operatorio per la cura del rene 
mobile). Arch. ital. di urol., 1926, li, 398. 


Pieri’s operation for floating kidney consists es- 
sentially in the use of a bridge of kidney capsule to 
suspend the kidney from the twelfth rib. It is per- 
formed under ether anesthesia. Israel’s oblique 
incision is made. ‘This extends from the angle 
between the twelfth rib and the sacrolumbar mass 
of muscles to the crest of the ilium which it touches 
at the midaxillary line. The muscles having been 
sectioned, the kidney bed is opened and the kidney 
lifted out. An incision is then made in the capsule 
along the convex margin of the kidney, running 
from a point at the juncture of the upper and middle 
thirds to a little above the lower pole, and another 
one is made parallel with it on the convex surface. 
The bridge of capsule between the incisions is care- 
fully dissected free of the kidney cortex and a 
sterile cord attached to a Péan forceps is passed 
through it. The twelfth rib is then exposed and 
denuded of periosteum, a fine forceps is passed 
through an incision made in the posterior surface 
of the periosteum, the cord through the bridge of 
capsule is grasped, and the loop of capsule is drawn 
up and pulled over the end of the rib. This brings 
the kidney into an almost normal position. 

The advantages of the operation are that its 
technique is simple, it does not require any artificial 
means of fixation, it causes minimal trauma to the 
kidney as only a small part of the renal surface is 
decapsulated, and it fixes the kidney in an approx- 
imately normal position. 

The author has treated seven patients by this 
method. They are now free from pain and the 
kidney can be felt in the normal] position. In his 
recent cases Pieri has made a notch in the rib for the 
loop of capsule to rest in to prevent its slipping off. 

Auprey G. Morcan, M.D. 


Pisani, L.: ‘Total Infarction of the Kidney from 
Traumatic Necrosis of the Vascular Peduncle 
(Infarto totale del rene per trombosi traumatica del 
peduncolo vascolare). Arch. ital. di urol., 1926, 
li, 403. 

Total infarction of the kidney is rare and has very 
seldom been diagnosed. In a review of the literature 
Falci was able to find only twenty-two cases. ‘Two 
of these were treated by nephrectomy with recovery. 
Pisani reports the case of a man of 33 years who was 
thrown violently from a truck, striking on his right 
side, and five months later was admitted to the 
hospital with kidney symptoms. After a month a 
diagnosis of total infarction was made and the right 


kidney was removed. Uneventful recovery resulted. 

The direct cause of infarction is sudden arrest of 
the circulation by occlusion of the artery or vein. 
As these are terminal vessels, their occlusion is 
followed by total necrosis. The indirect cause is 
thrombosis or embolism. From the slow develop- 
ment of the classical symptoms in his case, Pisani 
concludes that a beginning marginal thrombosis was 
gradually transformed into an occluding thrombus. 
As there was no hwmaturia, he believes the direct 
and immediate action of the trauma was exerted on 
the bed of the kidney rather than on the organ it- 
self, though there may have been sudden traction 
on or torsion of the pedic leat the time of the accident 
to explain. Histological examination showed signs 
of organization of the thrombus which indicated 
that it had been present for some time. 

The symptoms in this case were classical although 
they developed slowly and although there were remis- 
sions and exacerbations which are rather difficult to 
explain. Albumin and casts appeared in the urine 
early, and about a month after the accident the 
patient was treated for nephritis. There was no 
history of hematuria, and at the time of the patient’s 
admission to the hospital there was no oliguria, the 
average daily amount of urine being 1,500 c.cm. 
However, the symptoms included dysuria, pol- 
lakiuria, and burning pain, which are not mentioned 
in the reports of other cases. There were also the 
general symptoms of chills and fever, thirst, nausea, 
headache, and prostration due to the absorption of 
the products of the necrotic infarct. Repeated 
functional examination of the right kidney showed 
absolute arrest of its function. 

While many of these symptoms are common to 
other kidney diseases and many urologists hold that 
a diagnosis of infarction is impossible, Pisani is of 
the opinion that the diagnosis may be based on 
the following triad of symptoms: (1) continuous 
and suddenly beginning violent pain localized in 
the kidney bed; (2) absolute cessation of the secre- 
tory function of the kidney; and (3) a marked 
general toxic-infectious condition. 

If the infarction is unilateral, nephrectomy should 
be performed at once. The only cases in which 
recovery resulted were three in which the affected 
kidney was removed. Auprey G. Morcan, M.D. 


Helmholz, H. F., and Bowers, M. R.: The Kidney: 
A Filter for Bacteria. VII. The Passage of 
Bacillus Coli through the Kidney with Acute 
Staphylococcic Lesions. Am. J. Dis. Child., 
1920, xxxi, 856. 


The frequency with which pyelitis occurs seconda- 
rily to infections in other parts of the body and the 
relationship of focal infection to pyelitis makes it 
408 
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seem probable that the invasion of the colon 
bacillus is often only secondary to some acute lesion 
of the kidney. 

In the experiments reported in this article the 
animals were injected intravenously with a twenty- 
four-hour culture of staphylococcus after a pre- 
liminary catheterization to determine that the urine 
was sterile. From two to eight days later, when the 
urine showed many staphylococci and large amounts 
of pus, a twenty-four-hour culture of colon bacillus 
was injected intravenously. The animals were then 
killed with chloroform at varying intervals and the 
urine was examined for colon bacilli. The experi- 
ments were conducted with and without diuresis. 
The findings for periods up to twenty-four hours 
seem to warrant the conclusion that the presence of 
acute staphylococcic lesions of the renal paren- 
chyma and of the pelvis does not render the kidney 
permeable to the colon bacillus. Individual experi- 
ments, in which the intervals were forty-eight hours, 
seventy-two hours, thirteen days, and fourteen 
days, were also negative. 


Nichols, B. H.: Interpretation of the Pyelographic 
Shadow. Radiology, 1926, vi, 469. 

Eisendrath, D. N., and Arens, R. A.: Variations in 
Normal Pyelograms: A Clinical Radiological 
Study. Radiology, 1926, vi, 474. 

Grant, O.: Shadows in the Urinary Tract from a 
Practical Urological View. Radiology, 1926, vi, 
481. 


According to Nicuots, the correct interpretation 
of the deviations from the normal presented by a 
pyelogram of a kidney pelvis and its calcyes is by 
far the most important factor in the pre-operative 
diagnosis of pathological conditions of the kidney. 
Errors in interpretation are due most frequently to 
failure to recognize a congenital anomaly of the 
kidney pelvis or an attempt to interpret an incom- 
pletely filled kidney pelvis. 

Numerous anomalies are described, ranging from 
the embryonic type of kidney pelvis to the pelvis 
with many calyces; from a pelvis with an elongated 
cephalic calyx to one in which the pelvis and ureter 
are completely divided as far as the bladder; and 
from a slightly rotated pelvis to the almost com- 
pletely inverted pelvis of the horseshoe kidney. 
Variations of position are also given consideration, 
with special reference to the information which 
may be obtained from the pyelogram. 

The findings in various pathological conditions 
such as hydronephrosis, empyema of the kidney, 
pyelonephritis, pyelitis, pyonephrosis, and tvber- 
culosis of the kidney are described in detail. Men- 
tion is made of the fact that occasionally renal 
stones which are not recognizable by the ordinary 
kidney examination are rendered visible as negative 
shadows by pyelography. If they are spherical they 
may simulate tumor. 

The pyelogram is of special importance in the 
differentiation of tumors of the kidney. The findings 
which should be considered in its interpretation 


when a tumor is suspected are enlargement of one 
pole of the kidney with obliteration, compression, or 
distortion of the calyces in that area. The entire 
kidney may be invaded by the tumor, the pelvis 
being more or less obliterated and the calyces 
elongated and spindle-shaped, with dilated ends. 
Polycystic kidneys show characteristic cystic areas 
encroaching on the pelvis, and a solitary cyst, if 
large, encroaches on the terminal calyces. 

EISENDRATH and ARENS describe various types 
of normal pyelograms and illustrate them with 
roentgenograms. ‘They are of importance as a 
standard with which to compare the pyelograms 
obtained in cases of inflammatory lesions and neo- 
plasms of the kidney. -A brief description of the 
authors’ technique in pyelography is given. The 
pyelograms utilized for the study reported were 
chiefly those of the side opposite that to which the 
clinical symptoms and findings pointed. In the 
remainder, they were obtained in cases in which all 
findings were negative. 

The authors divide their cases into four groups. 
Group 1 comprised those with variations of the 
ampullary pelvis; Group 2, cases with transition 
forms varying from those with a long superior 
major calyx to those with a bifid pelvis and those 
with two separate pelves; Group 3, cases with the 
“‘pseudo-spider”’ type of norma] pelvis; and Group 4, 
cases which it was impossible to classify. 

GRANT emphasizes the need for cooperation be- 
tween the roentgenologist and urologist to obtain 
the best results in urological diagnosis. To make a 
diagnosis of urinary concretions from shadows seen 
in the roentgenogram along the urinary tract it is 
frequently necessary to consider also the clinical 
findings which the urologist can obtain by cystos- 
copy or other means. On the other hand, the dis- 
covery of stones in the bladder on cystoscopic 
examination should lead to a thorough roentgen 
examination to ascertain the possible presence of 
others which may not have been visualized. The 
detection of small particles of stone in the kidney at 
the operating table by fluoroscopy or plate is another 
proof of the interdependence of roentgenology and 
urology. In borderline cases, the pyelogram can be 
read with only approximate accuracy. If the picture 
is not positively diagnostic, the proof must rest on 
the clinical findings. Apotpu Hartunc, M.D. 


D’Agata, G.: Suture of the Renal Pelvis After 
Pyelolithotomy (A proposito della sutura del 
bacinetto renale dopo la pielolitotomia). Arch. 
ital. di urol., 1926, ii, 267. 

There has been a great deal of discussion as to 
whether it is necessary to suture the incision in the 
kidney pelvis after pyelolithotomy. Recently, for 
the removal of a very large stone, D’Agata sub- 
stituted for the usual longitudinal incision a curved 
one with an obtuse angle. Through this incision the 
stone was readily removed. ‘To close the apex of 
the angular incision he used three fine catgut su- 
tures. Uneventful recovery followed. 








410 


The author believes that if the incision is not to 
be sutured it should be sharp and clean-cut and 
without contusion of the edges such as is apt to 
occur if a large stone is removed through the usual 
longitudinal incision. His angular incision is best 
for the removal of large stones. 

To settle the question as to whether suture is nec- 
essary, D’Agata performed three series of experi- 
ments on dogs. In one series he made longitudinal 
incisions from o.4 to 0.7 cm. long in the kidney 
pelvis and did not suture them. In another he made 
his angular incision and did not suture, and in the 
third he made his angular incision and sutured the 
wound. 

In the animals in which longitudinal incisions 
were made and not sutured, spontaneous healing 
occurred. In those with an angular incision spon- 
taneous healing occurred only when suturing was 
done. A few sutures should therefore be applied at 
the apex of the angle to prevent extraflexion of the 
margin of the wound which impedes normal cicatri- 
zation. It is also best not to denude the region 
of the wound of the external connective tissue and 
the loose fatty tissue around the pelvis as these 
help to cement the lips of the incision at first. If 
a longitudinal incision is sufficient, it should not 
be sutured, but when an angular incision is neces- 
sary because of large size of the stone, a few sutures 
should be used. Auprey G. Morcan, M.D. 


Rusche, C. F.: Carcinoma of the Kidney. California 
& West. Med., 1926, xxiv, 474. 

Rusche reports the case of a man 69 years of age 
who entered the hospital complaining of pain in the 
epigastric region and constipation. The pain was 
sharp but not colicky or radiating. At frequent 
intervals the faces contained blood. There were no 
symptoms referable to the genito-urinary tract. 
The urine was microscopically and chemically neg- 
ative. Cystoscopy revealed no evidence of urethral 
obstruction and no residual urine. 

The left ureteral catheter was inserted readily, 
but it was impossible to introduce the right catheter 
more than 2 cm. The left kidney secreted normal, 
clear urine. The urine collected from the right side 
was turbid, chiefly because of bleeding caused by 
the numerous attempts made to pass the catheter. 
On account of leakage around the ureteral catheters, 
an accurate comparative functional test was impos- 
sible. It was apparent, however, that both kidneys 
were functioning. 

Pyelograms made with the use of sodium bromide 
showed the left renal pelvis to be normal in size, 
shape, and outline. There was no dilatation of the 
calyces. 

The right kidney was markedly displaced upward 
and inward, and the capacity of its pelvis was 
greater than the normal average. The upper calyces 
of the right kidney were normal in shape and outline. 
The inferior calyx was distorted and elongated to 
such a degree that it lay parallel with the ureter 
for a distance of 4 cm. 
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A ureterogram showed that the ureter bowed 
toward the midline so that it overlay the vertebral 
column, giving conclusive evidence that the abdom- 
inal mass was retroperitoneal. The right ureter was 
somewhat dilated. There was no evidence of a 
calculus or a stricture. 

The chief points of interest in this case were: 

1. The difficulty in diagnosis presented by the 
absence of hematuria and the vagueness of other 
symptoms immediately referable to the kidney. 

2. The value of ureteral catheterization and pye- 
lography in the diagnosis of kidney tumor. 

3. The unusual size of the palpable mass and the 
difficulty of ruling out intra-abdominal tumor. 

4. The absence of any discoverable metastases, 
and the excellent general condition of the patient 
nine months after the operation. 

Louts Gross, M.D. 


Allenbach, Boeckel, and Franck: Imperforate 
Supernumerary Ureter; Diagnosis by Pyelog- 
raphy; Partial Nephro-Ureterectomy (Uretére 
surnuméraire borgne; diagnostic pyélographique; 
néphro-urétérectomie partielle). J. d’urol. méd. et 
chir., 1926, xxi, 46. 


A woman of 27 years, who had been previously 
well, began to have daily attacks of abdominal pain 
with enlargement of the abdomen. ‘There was no 
disturbance of micturition. After four months the 
symptoms stopped and the abdomen returned to 
its normal size. Subsequently the patient suffered 
another attack which was more violent than the 
first and accompanied by signs of intestinal occlu- 
sion. 

At operation, a fluctuating tumor 10 cm. long was 
found at the site of the left ureter. A diagnosis of 
dilatation of the left ureter having been made, the 
abdomen was closed, it being the surgeon’s intention 
to attempt to remove the obstruction by catheteri- 
zation of the ureter. However, on catheterization 
the next day both ureters seemed normal. 

After the laparotomy the patient remained well 
for seven months, but then had an attack of intense 
abdominal pain and distention accompanied by 
fever. Vaginal examination revealed a fluctuating 
protrusion of the anterior wall. On the following 
day this opened spontaneously and discharged a 
large amount of pus. After the discharge of the pus 
the temperature returned to normal. 

The tumor discovered at the first examination, 
the abdominal spasms on the left side, and the 
evacuation of pus through the vagina suggested a 
supernumerary ureter. This diagnosis was verified 
by making a second pyelogram of the left ureter 
and at the same time injecting collargol into the 
vaginal fistula. 

Operation showed the supernumerary ureter to 
be entirely separate from the normal one. The 
upper part of the supernumerary ureter was re- 
moved with a wedge cut from the upper pole of the 
kidney. The lower end was left in order to avoid 
prolonging the operation. Recovery was com- 
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plicated by suppuration in the stump which was not 
extirpated. 

This patient had had an imperforate ureter for 
twenty-three years without any symptoms, although 
imperforate excretory canals are generally considered 
to be very serious. The reason why the symptoms 
developed slowly was revealed by histological 
examination of the specimen. The ureter appeared 
grossly to be blind at its upper as well as its lower 
end, but microscopic examination showed that it 
had originally communicated with a part of the 
renal parenchyma; glomeruli were found in the 
fibrous tissue which connected the upper end of the 
ureter with the upper pole of the kidney. There 
had probably been filtration of urine into the ureter 
since birth, but the part of the kidney drained by 
this ureter was very small. 

The ureter had apparently become affected at the 
time of the first attack of abdominal pain five years 
before. Ureteral inflammation generally extends to 
the periureteral tissue and causes peritonitis. 

The symptoms depend upon the site of the lower 
end of the supernumerary ureter. Spontaneous 
perforation of the lower end must be confirmed by 
roentgenography. The operation of choice is sub- 
peritoneal resection of the imperforate ureter and 
resection of the segment of kidney which it drains. 

Only twenty-three cases of imperforate super- 
numerary ureter have been reported. The authors’ 
case is the fourth one in which operation was 
performed. Auprey G. Morcan, M.D. 


Stewart, R. L.: Primary Tumors of the Ureter. 
Brit. J. Surg. 1926, xiii, 667. 

Since 1922 when Aschner collected forty-seven 
published cases of primary ureteral tumors, Stewart 
has been able to collect five additional cases in the 
literature. He reports also one of his own. 

Stewart’s case was that of a 75-year-old woman 
who complained of pain in the right side and 
hematuria which had begun eight months previously. 
The first attack of hematuria lasted three weeks. 
The patient was then free from symptoms for three 
months, when a second attack occurred. Thereafter 
the pain in the side persisted up to the time the 
patient was admitted to the hospital. 

Physical examination was negative except for 
tenderness on deep palpation in the right hypo- 
chondriac and lumbar regions. Cystoscopic exami- 
nation revealed a bullous oedema about the right 
ureteral orifice. Ureteral catheters were passed on 
the left side for a distance of 30 cm. and on the right 
side for a distance of 15 cm. Pyelographic studies 
showed obstruction of the right ureter at the level 
of the lumbosacral articulation. At operation, the 
kidney was found to be of normal size. The ureter 
also was normal in its proximal 6-cm. portion, but 
below this there was a fusiform swelling 3 cm. long. 
The kidney and ureter were removed. 

The pathological examination showed a dilatation 
of the ureter proximal to the tumor. The tumor was 
of a sessile papillary type with a pedunculated 


growth extending down into the lumen of the ureter. 
The distal portion showed microscopically the 
typical picture of a proliferative benign papilloma. 
In the proximal portion there were evidences of 
beginning infiltration. The diagnosis of primary 
papillary epithelial tumor of the ureter was made. 

Calculi are supposed to be an etiological factor in 
a certain percentage of cases as they were found in 
eleven of the fifty-four reported. 

Neoplasms of the ureter are most common in the 
sixth decade of life. Their incidence in males is 
about the same as in females. 

Stewart gives the following pathological classifica- 
tion of ureteral tumors: (4) Connective-tissue 
tumors: sarcoma. (B) Epithelial tumors: (1) benign 
papilloma; (2) papillary carcinoma; and (3) non- 
papillary carcinoma. 

Sarcoma is rare; only five cases have been reported. 

Benign papillomata are the most common tumors 
of the ureter. They are usually situated at the 
proximal or the distal end. 

Papillary tumors, which are especially prone to 
become malignant, are usually located at the lower 
end of the ureter. 

The non-papillary carcinomata are the rarest 
forms of epithelial tumors of the ureter. 

Practically all ureteral tumors produce a secondary 
hydronephrosis. The malignant forms metastasize 
early to the retroperitoneal nodes. 

Hematuria, the most frequent sign, occurs in 65 
per cent of all cases and in over 75 per cent of cases 
of papilloma and papillary carcinoma. Pain, which 
is much less common, varies from a dull ache to 
sharp lancinating pain. Hydronephrosis has been 
found in 55 per cent of the cases. Tumors of the 
ureter may very closely simulate calculi, renal and 
and vesical tumors, and hydronephrosis. 

The diagnosis is difficult; in nearly 40 per cent of 
the reported cases the tumor was discovered after 
death. If a tumor can be seen on cystoscopic exam- 
ination protruding from the ureter into the bladder, 
the diagnosis is much easier. When the introduction 
of a ureteral catheter is obstructed and is followed 
by profuse bleeding, the possibility of a ureteral 
tumor must be borne in mind. The use of the 
pyelogram offers the most help in the diagnosis. 

The treatment depends upon the type and loca- 
tion of the tumor and the patient’s condition. In 
most cases the ideal treatment is complete nephro- 
ureterectomy. If the tumor is at the lower end of 
the ureter and projects into the bladder, endoscopic 
fulguration or local excision with re-implantation of 
the ureteral stump into the bladder may be the 
method of choice. ALTon Ocusner, M.D. 


BLADDER, URETHRA, AND PENIS 


Rubritius, H., and Schwarz, O.: Contribution to 
the Problem of Contracture of the Neck of the 
Bladder. J. Urol., 1926, xv, 461. 


The changes in the sphincter of the bladder and 
its nerve supply which lead to retention range from 
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prostatic hypertrophy to microscopic enlargement of 
the periurethral glands, inflammatory changes in the 
sphincter, strictures of the urethra, spinal cord dis- 
ease, hysteria, etc. These conditions result in a loss 
of sensitiveness of the reflex, diminution of elasticity, 
hypertonicity, and finally mechanical contracture of 
the orifice. 

It is impossible to designate this entire group of 
conditions by any one term that will convey more 
than the term “retention.” 

The authors do not recognize a strict differentiation 
between structural and functional factors. The 
common functional factor in practically all cases of 
retention is hypertonus of the sphincter. This is the 
same whether it is brought about by a small adenoma 
or by inflammatory contractions. In one group of 
cases the hypertonia was so marked that it must be 
considered the only cause of the retention. 

The best method of treatment consists in trans- 
vesical incision into the sphincter and the enuclea- 
tion of any periurethral adenoma that may be 
present. C. Travers Stepita, M.D. 


Aysaguer and Papin: The Use of Heat and Cold 
in the Urethra (Les méthodes thermo- et cryo- 
thérapeutiques dans l’uréthre). J. d’urol. méd. et 
chir., 19206, xxi, 178. 

The beneficial action of heat and cold on in- 
flammatory processes of all kinds is well known. 
The author uses heat and cold in the treatment of 
gonorrhceal urethritis. A rubber band having been 
placed around the root of the penis to slow the 
circulation, the patient takes a position on all fours 
with cushions under his knees and hands and im- 
merses the penis in a Dewar flask containing hot 
water or melting ice. 

Heat can be applied without causing pain up to a 
temperature of 43 degrees C. in the urethra or up 
to 43.5 degrees C. if a dose of 1.5 gm. of pyramidon 
is given beforehand. ‘This is called the ‘threshold 
of pain for heat.”” With anewsthetization of the penis 
a higher degree of heat can be borne. , 

Gonococci are killed at 45.4 degrees C. in vitro 
and probably at a lower temperature in vivo; at 
any rate their multiplication is stopped at 39.5 
degrees C. The heat can be continued for an hour 
and a quarter without doing any harm. As soon as 
the penis is removed from the bath and the band 
is removed, it regains its normal color. 

In the use of cold, pain begins at about 14 degrees 
C., which is called the ‘threshold of pain from cold.” 
Between 11 and 6.5 degrees C. the pain stops and 
there is anesthesia to the touch. This is the 
“threshold of anawsthesia from cold’; it is less 
definite than the thresholds of pain. Cold is better 
than heat for the patient because of the natural 
anesthesia it induces and because cold is associ- 
ated with much less danger of coagulation of the 
blood. 

As the vitality of the gonococcus is low when it is 
removed from the incubator, it is probable that it 
can be killed by a rather moderate degree of cold. 
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The simplest method of treating with cold consists 
in ligating the penis and exposing it to the air 
when the weather is cold enough. This method 
might be used for prophylaxis. 

So far, the author’s work has been limited to the 
development of the technique and the determination 
of the degrees of heat and cold that can be borne 
without injury. 

The results of the therapeutic application of 
the method will be reported later. 

Auprey G. Morcan, M.D. 


Botteselle, R.: Modifications of Flap Urethroplasty 
in Perineal Fistula of the Urethra (Modificazione 
ai processi di uretroplastica a lembi nelle fistole 
uretrali perineali). Arch. ital. di urol., 1926, ii, 256. 

In Botteselle’s urethroplasty for fistula of the 
urethra opening on the perineum, the patient is 
placed on his back with his thighs flexed as for a 
perineal cystotomy, a No. 20 Nélaton sound is 
introduced into the urethra, and two parallel trans- 
verse incisions are made at the two ends of the 
fistula and prolonged far enough laterally to form 
the two sides of the flap to be used. A vertical 
incision uniting the two transverse incisions is then 
made at the right margin of the fistula. 

The cicatricial tissue around the orifice is excised 
in such a manner as to leave the margins of the 
excised area perfectly rectilinear. Another incision 
is then made 1 cm. to the left of the border of the 
excised area to unite the two transverse incisions 
and form the fourth side of a rectangle. In this way 
a rectangular flap is created which is sufficiently 
large to cover the fistula without changing the 
caliber of the canal. The flap is dissected free 
except for a hinge at its right border, turned over 
the fistula, and fastened with fine, non-penetrating 
catgut sutures. 

The two original transverse incisions are then 
prolonged a little to the left and much more to the 
right, to form two quadrangular flaps somewhat 
different in size. These flaps are brought together 
and sutured with silk. The transverse incisions are 
also sutured. The longitudinal line then lies to the 
left of the midline, and because of the different 
elasticity of the superficial and deep tisues the 
superficial and deep suture lines do not lie over 
each other. The region is dressed with a T bandage, 
and a retention catheter is introduced for forty-eight 
hours. 

For successful results the urine must be aseptic 
and the urethra normal in caliber above and below 
the site of the operation. Drainage is not necessary. 
The operation should be done under general anes- 
thesia as local anwxsthesia causes imbibition of the 
tissues which may interfere with their vitality and 
prevent prompt healing. The cutaneous flap should 
be denuded of hair as hairs favor the formation of 
urethral calculi. Depilation by electricity should 
be done before the operation. 

The steps in the operation are shown in illustra- 
tions. Auprey G. Morcan. M.D. 
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GENITAL ORGANS 


Cattaneo, G.: The Indications, Technique, and 
Results of Freyer’s Prostatectomy (Indicazioni, 
condizioni permittenti, tecnica e resultati prossimi 
della prostatectomia alla Freyer). Arch. ital. di 
urol., 1920, li, 293. 

Freyer’s operation is a suprapubic prostatectomy 
which may be performed in one or two stages as 
indicated. To prevent postoperative haemorrhage 
an intravenous injection of 20 c.cm. of 5 per cent 
calcium chloride is given the day before the 
operation and another two hours before. In about 
half of the cases treated in this way it has been 
possible to dispense with tamponade of the bed of 
the prostate. During the first years this method was 
used at the Milan Clinic (1909 to 1913) the mor- 
tality was 14.38 per cent; in 1921 it was 4.55 per 
cent; and in a series of 100 cases operated upon in 
the period from May, 1923, to May, 1925, it fell to 
1 per cent. Details oi these roo cases are given in a 
table. 

Retention of urine is the chief indication for 
operation. If the urine is aseptic and small in 
amount (less than 100 c.cm.) expectant treatment 
is justified, especially if the patient can present 
himself for periodical examinations to determine 
whether the retention is progressing or remaining 
stationary. 

Absolute indications for prostatectomy are re- 
peated hematuria, the suspicion of cancerous de- 
generation, primary or secondary calculosis, and 
papillomatous tumors and diverticula of the 
bladder. 

Operation is indicated in cases of septic retention 
because no palliative treatment can overcome sepsis 
of the bladder when once it has become established. 
Prostatectomy should not be performed as an 
emergency operation. In emergency cases a supra- 
pubic cystotomy should be done first and the 
major operation postponed until the patient is in a 
better condition. Before operation, an investigation 
of the function of the kidneys should be made by the 
determination of Ambard’s constant and the phenol- 
phthalein test. 

However, these findings should not be considered 
an absolute guide; the general condition must be 
considered with them. 

In the majority of cases prostatectomy should be 
performed in two stages, the one-stage operation 
being reserved for small prostates, deformity of the 
neck, and musculo-fibrous lesions. The improve- 
ment in the results of the operation is due in 
great measure to the abandonment of general 
anesthesia in favor of local anesthesia for supra- 
pubic cystotomy and epidural anesthesia for 
prostatectomy. Although the mortality has been 
greatly reduced, it must be remembered that 
prostatectomy is a serious operation and every 
patient with a prostatic condition must be given a 
careful examination and preparation. 

Auprey G. Morcan M.D. 


Tengwall, E.: Two Hundred and Fifty Suprapubic 
Prostatectomies for Hypertrophy of the Pros- 
tate. Acta chirurg. Scand., 1926, lix, 455. 

The author reports the results of 250 suprapubic 
prostatectomies performed by him during the period 
from 1910 to 1923. The late results in 188 cases are 
known. 

Twenty-seven of the patients are dead, a mortality 
of 10.8 per cent. Good results were obtained in 180 
cases (72 per cent), fair results in two (0.80 per 
cent), and poor results in six (2.4 per cent). 

Tengwall performs the operation according to the 
Freyer technique, but drains the bladder with a 
retention catheter. Only local anaesthesia is used. 
The prostatic bed is tamponed. The greatest impor- 
tance is attached to the testing of the function of 
the kidneys. For this test, Volhard’s water-charge 
test is used in connection with the concentration 
test and, recently, also with the determination of 
the blood nitrogen. 

If the kidney function is poor, pre-operative 
treatment under the control of repeated tests of 
kidney function made by draining the urinary 
passages and the administration of an abundant 
supply of fluid are of great importance. If the 
function of the kidneys improves only slowly under 
this treatment, the operation should be performed 
in two stages. 

One definite indication for operation is chronic, 
complete retention. This is present in the cases of 
all patients who live what is known as the “catheter 
life.” ‘The most common indication for operation is 
chronic incomplete retention. Operation is indicated 
also by a residual urine of from 50 to 100 c.cm 
associated with frequent urination performed only 
with great effort and straining. Other indications 
are unendurable pain during urination and violent 
intravesical bleeding. 

In 145 cases in which a microscopic examination 
was made, cancer was found in only one. ‘Therefore 
the author does not regard the danger of cancer as 
an indication for operation. Infection in the urinary 
passages is not a contra-indication to operation, but 
renders necessary careful preliminary treatment and 
control of the functioning of the kidneys. 

The author attempts to explain the deaths and 
the poor and fair results in his cases and discusses 
the effect of the operation on the sexual functions in 
seventy-four cases. 

The complications developing in the cases re- 
viewed included epididymitis which occurred in 
23 per cent—in the majority during the after-treat- 
ment—and strictures which occurred seven times. 
In three of the cases of stricture there was complete 
closure of the base of the bladder which necessitated 
operation. 

The author emphasizes the importance of repeated 
examination during the first six months after the 
operation in order to prevent stricture. Hernia of 
the wound occurred in four of his cases, but there 
was no instance in which fistula of the bladder 
persisted. 
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MISCELLANEOUS 


Young, H. H.: The Diagnosis and Treatment of 
Hematuria. Allantic M.J., 1926, xxix, 587. 


Hamaturia may be due to a general condition 
such as purpura, leukemia, or typhoid fever. 
Hemoglobinuria differs from hematuria in the color, 
the microscopic findings, and the findings of the 
benzidin and spectroscopic tests. 

Chief of the hamaturias associated with specific 
local conditions are the so-called idiopathic hama- 
turias in which the pathological examination fails 
to show anything abnormal. 

Traumatic hematuria is common in war and 
industrial surgical cases. Calculus is a common 
cause, but is less commonly responsible than 
tuberculosis. The bleeding is not at all commen- 
surate with the size of the calculus. Other common 
causes of hematuria are tumors. When a tumor is 
responsible, the severity of the bleeding depends 
upon the extent to which the kidney pelvis is 
involved. Aneurism of the renal artery as a cause 
of hematuria is occasionally reported in the liter- 
ature. The symptoms of aneurisms are very vague, 
but in some instances a cure has been obtained by 
operation. 

Hematuria associated with nephritis, pyelone- 
phritis, pyelitis, or pyelitis cystica is difficult to 
differentiate from that due_to tuberculosis or cal- 


culus. The hematuria of septic infarction is usually 
unilateral and fulminating and causes death within 
a few days unless operation is performed early. 
Bleeding from tumors of the bladder may be exces- 
sive. Bleeding from vesical tuberculosis is not as 
severe as that caused by tuberculosis of the kidney. 

Foreign bodies are often the cause of hamaturia, 
but diverticula are seldom responsible. Prostatic 
bleeding is common, but in carcinoma of the prostate 
it usually does not occur until late in the course of 
the disease. 

Bleeding from the bladder or urethra may often 
be stopped by the use of styptics or caustics, ful- 
guration, or radium. If a kidney or aureter is the 
source of the bleeding a definite diagnosis can be 
made as a rule by cystoscopy with pyelography or 
pyelo-ureterography and comparative functional 
tests of the kidneys. Essential hamaturia may be 
stopped by the passage of the ureteral catheter or 
the injection into the kidney pelvis of a 1 to 5 per 
cent solution of silver nitrate. In cases of tumor 
or tuberculosis of the urinary tract it is usually best 
to stop the hematuria, if possible, by transfusion 
and to improve the general condition. Bladder 
tumors respond well to fulguration, diathermy, and 
radium treatment. Infiltrating carcinoma requires 
surgery or radium irradiation, and prostatic bleeding 
may demand prostatectomy. 

CLAauvE D. Hoimes, M.D. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Nystrom, G.: 
Embolectomy (Zur Prognose und Methodik der 
Embolektomy). Acta chirurg. Scand., 1926, |x, 229. 


In more than one-third of the reported cases of 
embolectomy for impending gangrene of the extrem- 
ities the operation had a clinically favorable result. 
Arteriosclerosis does not exclude a good result, but 
when there are more serious changes in the intima 
there is danger that sounds introduced into the 
vessel may be caught in furrows in the intima and 
cause tunneling. In cases of emboli at the bifur- 
cation of the aorta or in the common iliac artery, 
laparotomy is not advisabie as it is technically diffi- 
cult and associated with great risk. If the embolus 
cannot be removed by a sound introduced into the 
vessel, it is advisable to introduce the hand from 
the groin retroperitoneally and to “milk down” the 
embolus to a convenient site in the femoral artery 
from which it can be removed by arteriotomy. 

The author reports five cases of embolectomy. 
The first was that of a man 54 years of age who was 
suffering from arteriosclerosis and an embolus in the 
lower part of the femoral artery. After twenty-four 
hours arteriotomy was performed above the embolus 
and the embolus was pushed down by means of a 
sound and removed through an incision in the 
popliteal artery. The circulation was restored, but 
gangrene supervened and necessitated amputation 
of the leg. 

The second case was that of a woman 64 years of 
age who had heart disease and emboli in both femoral 
arteries in the groin. The emboli were removed by 
arteriotomy performed directly over them. The 
circulation was completely restored and the patient 
survived. 

The third patient whose case is reported was a 
man 68 years old who had advanced arteriosclerosis, 
myocarditis, and emboli in both iliac arteries. An 
attempt to bring the emboli down after arteriotomy 
in the groin was unsuccessful. In the performance 
of the laparotomy the division of the common iliac 
artery into the external iliac and the hypogastric 
was mistaken for the bifurcation of the aorta. This 
error was due to too small an incision, great cor- 
pulency of the patient, and large vessels. The 
hypogastric artery, full of thrombi, was believed 
to be the left common iliac and was cut open. It 
was then sutured. An attempt to remove the emboli 
directly through the laparotomy incision was un- 
successful. The hand was therefore introduced 
through the incision in the groin behind the peri- 
toneum, upward along the vessels on each side, and 
the emboli were milked down to the sites for arteri- 
otomy in the femoral artery. The obstruction to the 
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circulation was thereby removed, but during the 
operation a new thrombus appeared in the right 
femoral artery. The patient died after twenty-four 
hours, and postmortem examination revealed throm- 
bosis of both femoral arteries. 

Case 4 was that of a woman 56 years of age who 
had a thrombus in the right iliac vein, an embolus 
in the right pulmonary artery, paradoxical arterial 
embolism (through the open foramen ovale), and 
emboli in the brain and both common iliac arteries. 
Through incisions parallel with the inguinal ligament 
on each side it was possible, retroperitoneally, to 
milk down the emboli in the iliac arteries and 
remove them through an arteriotomy incision in the 
femoral artery. The circulation in the legs was 
completely restored. After seven hours there was a 
strong pulse in the arteries of both feet, but the 
patient died from emboli in the brain. 

The fifth case was that of a man 77 years of age 
who had an embolus in the left brachial artery. 
Embolectomy performed after three and a _ half 
hours had a good result. In connection with this 
case the author cites another of brachial embolus 
in which operation was not performed because the 
patient entered the hospital late (the fifth day). 
The author believes that the later appearing gangrene 
would perhaps have been avoided if an immediate 
embolectomy had been done. 


Giordano, D.: Aneurism of the Abdominal Aorta 
with Gastric Symptoms; Introduction of a 
Silver-plated Wire into the Sac of the Aneurism 
(Aneurisma dell’aorta addominale con __ sinto- 
matologia gastrica; introduzione di filo argentato 
nel sacco aneurismatico). Awn. ital. di chir., 1926, 
Vv, 125. 

The author reports the case of a man 49 years 
of age who entered the hospital with what was 
believed to be a tumor of the lesser curvature of the 
stomach. Fifteen years ago the patient contracted 
syphilis. For this he was given calomel injections, 
but at the end of a month he discontinued the 
treatment because he felt well. About seven years 
ago he began to have a burning pain in the stomach 
which occurred about two hours after meals and 
lasted for an hour or two. Two years ago he lost 2 
kgm. in weight and, in addition to the burning sen- 
sation, experienced a feeling of weight in the 
epigastrium which began after meals with pain 
lasting for one or two hours and was associated with 
acid regurgitation and constipation. For the past 
five months he had had epigastric pain irradiating 
to the back. 

Fluoroscopic examination showed a defect in the 
lesser curvature which was assumed to be due to a 
tumor. 
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On physical examination the patient was found 
to be poorly nourished and pale, and to have a 
foctid breath from dental caries. The abdomen 
was rather rigid, and pain was present in the epi- 
gastric region. The pain was most severe in the 
midline beneath the ensiform process. The rigidity 
of the muscles made examination difficult, but pal- 
pation revealed a tumor with an arterial pulsation. 
The pulsation was thought to be transmitted. 
Roentgenographic examination showed a_ large 
stomach with a tendency toward hypotonia and 
deformity of the shadow of the pylorus and antrum 
where pressure was painful. 

An epigastric incision revealed a plusating retro- 
gastric tumor the size of a fist, which was very evi- 
dently an aneurism of the subdiaphragmatic aorta. 

Through a large syringe needle a 30-cm. piece of 
thin copper wire plated with silver was passed into 
the aneurism and coiled within it. The bleeding 
was stopped by the injection of 5 c.cm. of coagu- 
len into the tissues around the aneurism. After the 
operation, intravenous injections of an arsenobenzol 
compound and intramuscular injections of calomel 
were given. 

A month after the operation roentgen examination 
showed that the end of the wire had become un- 
coiled and had risen in the aorta from the level of 
the second lumbar vertebra to the level of the 
seventh dorsal vertebra. At another examination 
fifteen days later the wire was found in the same 
position and a semilunar segment of the lower and 
anterior part of the aneurism appeared more 
opaque, suggesting the presence of stratified clots 
adherent to the wall. As the patient felt well and 
was relieved of all his gastric symptoms, he left the 
hospital and refused to return for further injections. 

When he was seen again two years and three 
months later he had gained weight, his color was 
good, and he still felt well. Epigastric palpation 
still showed pulsation from behind forward but 
no lateral expansion. Roentgenoscopic examination 
revealed no expansion of the tumor. Roentgeno- 
graphic examination showed that the'upper part of 
the wire had broken off and had risen in the aorta, 
curving with the arch of the vessel. 

It is impossible to determine whether the result in 
this case was due to the introduction of the wire into 
the aneurism or to the antisyphilis treatment, but 
as the improvement began immediately after the 
operation, Giordano believes the surgical treat- 
ment was at least partly responsible for it. The 
presence of the broken wire in the aorta is still a 
cause for anxiety. 

Articles by Colt, Marshall, and Wakeley in the 
July, 1925, issue of the Brilish Journal of Surgery 
review three similar operations. One of the patients 
survived only eight and a half months and the others 
died within a few days after the operation. Because 
of the danger of acute dilatation of the stomach 
from the pressure on the pyloric or prepyloric 
region the authors advise gastro-enterostomy after 
the insertion of wire into the aneurism, but Giordano 


INTERNATIONAL ABSTRACT OF SURGERY 


calls attention to the fact that in his case the opera- 
tion not only failed to cause gastric symptoms but 
relieved those which were already present. Giordano 
is unable to say, however, whether the relief was due 
to the decrease in the expansion of the aneurismal 
sac or to section of sympathetic fibers in the exposure 
of the sac above the lesser curvature. 
Aubrey G. Morcan, M.D. 


BLOOD; TRANSFUSION 


Morawitz, P.: Blood Transfusion (Ueber Bluttrans- 
fusion). Monatsschr. f. Kinderheilk., 1926, xxxi, 320. 
Severe reactions to transfusion are caused by iso- 
agglutinins and isolysins. Some of them may be 
prevented by determining the group of the donor and 
recipient before every transfusion, either with the 
use of the serum of a member of the clinic staff 
belonging to Group 1 or 2 or by means of a test 
serum. In spite of this, however, chills occur when 
the blood is of the proper type, and occasionally 
severe reactions are caused by repeated transfusions. 
In one case in which blood of Group 3 was given a 
patient belonging to Group 1 the reaction was so 
severe that it was necessary to stop the transfusion. 
It is possible that the group classification of Moss 
may not exactly correspond to the conditions pres- 
ent. Nevertheless it should always be used; reliance 
is not to be placed upon a biological test alone. 

Besides carbon dioxide poisoning, the indications 
for transfusion include the anamias. An especially 
important indication is pernicious anemia. Most 
secondary anamias become cured even without 
transfusion; when their cause is tuberculosis or a 
tumor, transfusion is without avail. Transfusion is 
especially beneficial before operation in cases of bleed- 
ing gastric ulcer and in cases with a hemorrhagic 
diathesis. In a case of true hemophilia it saved 
the patient’s life but it did not shorten the coagula- 
tion time. 

Most of the 200 transfusions reviewed by the 
author were done for pernicious anemia. A large 
transfusion in this condition is sure to result in a 
remission. ‘Transfusion is superior to Neisser and 
arsenic therapy and should be employed before the 
extirpation of the spleen. The remissions may last 
for a year or longer. The results are better in young 
persons than in old persons. 

Small intramuscular injections of blood are with- 
out effect in pernicious anemia, but may be of value 
in secondary anemia in which there is a lack, not 
only of iron, but also of some of the other important 
elements of haemoglobin. The author is of the same 
opinion with regard to the effect of intravenous in- 
jections of small amounts (10 to 20 c.cm.) of blood. 

Results may be obtained with every form of 
transfusion. The internists and pediatricians prefer 
the indirect methods. The results are best when the 
patient reacts with chills and fever. 

In discussing the length of time that the trans- 
fused erythrocytes survive, the author calls attention 
to the fact that these cells are free cells without 
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nuclei and nearly with a metabolism. Conditions 
are therefore more favorable for their survival than 
for the survival of other transplants. There is con- 
siderable evidence that they may survive. Hess was 
able to produce an artificial polycythemia in 
rabbits by transfusion. In one of the author’s cases of 
secondary anzmia with pale erythrocytes poor in 
hemoglobin the microscope still showed the pres- 
ence of the highly colored transfused erythrocytes 
eight days after the transfusion. 

Studies of the nitrogen metabolism lead to the 
same conclusions. In a case of pernicious anaemia 
the quantity of urobilin excreted in a period of two 
days after the transfusion corresponded to the 
amount of haemoglobin transfused. Before the 
transfusion the quantity was 1,700 mgm., whereas 
in the two days following the transfusion it was 
4,000 mgm. Evidently the entire quantity of blood 
transfused was broken down, but in spite of this, 
there was a remission of the condition lasting for 
nine months. 

Remissions are caused, not by an increase in the 
function of the bone marrow, but by a slowing of 
the destruction of the blood. During a remission 
the function of the bone marrow is even less than 
before. The unknown factor which is responsible 
for the quick destruction of the erythrocytes is in 
some way weakened by the transfusion. In pernicious 
anemia, transfusion is neither a substitution nor 
a stimulation therapy but has a favorable effect 
upon the greatly increased destruction of the blood. 
Where this effect is exerted is still unknown. Even 
when there is rapid destruction of erythrocytes in 
pernicious anemia, transfusion may have a favor- 
able effect. Hempet (Z). 


LYMPH VESSELS AND GLANDS 


Minot, G. R., and Isaacs, R.: Lymphoblastoma 
(Malignant Lymphoma): The Age and Sex 
Incidence, the Duration of the Disease, and 
the Effect of Roentgen-Ray and Radium 
Irradiation and Surgery. J. Am. M. Ass., 1926, 
Ixxxvi, 1185, 1265. 


One of the important problems of modern medi- 
cine is the group of conditions which have as their 


most prominent feature progressive enlargement of 
the lymphoid tissue. 

Under the general heading of “lymphoblastoma”’ 
the authors recognize four types of disease: lym- 
phatic leukemia, pseudo and aleukamic lymphatic 
leukemia, Hodgkin’s disease, and lymphosarcoma. 
They review 477 cases of lymphoblastoma, exclud- 
ing typical cases of acute and chronic lymphatic 
leukemia. 

Lymphoblastoma occurs more frequently in males 
than in females. In the cases reviewed, the ratio 
was 2.12 to 1. In both sexes it is most common 
between the twentieth and twenty-fourth years of 
age. The disease appears to be relatively rare in 
males at puberty. In females it occurs most fre- 
quently at puberty and the menopause. 

The cases reviewed show that age and sex influence 
the susceptibility of the lymphoid tissue to disease. 

The average duration of life in all cases was 2.76 
years, but in about ro per cent of both the irradiated 
and non-irradiated cases the disease had been pres- 
ent for six years or longer. 

Patients treated by surgery, whether or not they 
received roentgen-ray or radon treatment, had 
lymphoblastoma on the average for 3.67 years or 
1.11 years longer than the 334 not undergoing 
operation. However, it must be borne in mind that 
surgical procedures are apt to be undertaken chiefly 
when lymphoblastoma seems local or has progressed 
slowly or is not extensive. 

Among males the chance for a long duration of 
the disease is definitely greater for those over 34 
years and under 65 years of age than for those under 
25 years. 

In females the duration of the disease tends to be 
longer than in males. 

When a group of cases is considered as a whole, 
there is no definite evidence that irradiation has 
distinctly prolonged the duration of lymphoblasto- 
ma, but it is undoubtedly of great value because it 
alleviates the symptoms, decreases the size of the 
lesions, and improves the patient’s efficiency. 

In some cases surgery may have a favorable in- 
fluence upon the duration of the condition, particu- 
larly if it is employed early and thoroughly and is 
followed by irradiation. Jacos S. Grove, M.D. 








SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Lilienthal, H., and Ziegler, J. M.: A Study in the 
Disinfection of the Hands. Ann. Surg., 1926, 
Ixxxiii, 831. 

The authors demonstrated the ineffectiveness of 
mechanical cleansing of the hands with green soap 
by using a mixture of lampblack and oil. In spite of 
vigorous and prolonged efforts with green soap and 
the scrub brush, a black line remained under and 
around the finger nails. Other cleansing prepara- 
tions were used with the same results. After the 
cleansing, cultures showed that all areas of the hands 
except the subungual and periungual tissues were 
sterile. 

Shortly after Grossich’s technique for sterilization 
of the skin had been almost universally accepted, 
Lilienthal adopted the following technique for 
sterilization of the hands: 

The perfectly dry finger tips are immersed in 
U.S.P. tincture of iodine up to the joint of the ter- 
minal phalanx and then allowed to dry for five 
minutes. At the end of that time, the usual scrub- 
bing process is carried out. 

Bacteriological tests have demonstrated that 
tincture of iodine thus employed will completely 
sterilize the spaces about the nails. 

The authors recommend the use of lampblack to 
perfect the technique of scrubbing. 

J. Frank Doucury, M.D. 


Lewis, D.: Postoperative Treatment. Bosion M. & 
S. J., 1926, Cxciv, 913. 

Bryant, J.: Surgical Convalescence: Medical 
Aspects. Boston M. & S. J., 1926, exciv, 920. 

Lewis reminds us that the postoperative treat- 
ment indicated in surgical cases depends largely 
upon the character of the operation, the manner in 
which it was performed, and the organs or tissues 
involved. The aim of the surgeon is to restore the 
patient to health in the best possible manner and as 
quickly as possible. Postoperative treatment has 
been reduced markedly by the adoption of a strictly 
aseptic technique. The pre-operative care has much 
to do with the necessity for postoperative treatment. 
Light food may usually be allowed until a few hours 
before the operation, and water given up to half an 
hour before. As a rule it is not advisable to disturb 
the regular routine until a short time before the 
operation. 

During the operation, care should be taken to 
protect the back because backache is a common 
postoperative complaint. Gas pains after operation 
may be relieved by the introduction of a rect- 
al tube, the application of heat to the abdomen, 


and the administration of opiates. The ordinary 
vomiting following gastro-intestinal operations is 
usually relieved by a carefully introduced stomach 
tube, but the so-called “ vicious circle,” which means 
a mechanical obstruction, may require operative 
procedures. 

Two postoperative complications frequently de- 
manding special attention are hiccough and acute 
dilatation of the stomach. Hiccough occurs most 
frequently in cases in which the abdominal viscera 
and their peritoneal coverings are involved and in 
cases of brain and spinal cord lesions. Fairly 
frequently it follows operations on the gall bladder 
and stomach. It is more common in men than in 
women. The type of breathing may be a factor. 
In the author’s experience, gastric lavage has given 
more relief from this complication following gall- 
bladder and stomach operations than any other 
procedure. In severe cases, injection of the phrenic 
nerve with alcohol is sometimes necessary. 

Acute dilatation of the stomach occurs most often 
after laparotomies, particularly operations on the 
stomach and female pelvic organs. It may be reflex. 
It is often manifested after twenty-four or forty- 
eight hours, beginning with vomiting and a sense 
of fullness in the epigastrium. The vomiting be- 
comes more pronounced but is virtually a regurgi- 
tation as if the stomach were overflowing. The 
symptoms are similar to those of peritonitis from 
perforation and intestinal obstruction. There is a 
marked and increasing thirst. The urine becomes 
scanty and the body apparently dehydrated. The 
toxic manifestations increase at a rapid rate. The 
amount of fluid removed from the stomach through 
the tube is greatly in excess of the fluid intake. 

It is essential to recognize the condition early as 
nothing can be done for it surgically. The early 
removal of the fluid in the stomach is of great value. 
Lavage should be continued until the fluid returns 
clear. It is advisable to induce sleep with opiates 
and to give large quantities of normal salt solu- 
tion. 

Ileus as a postoperative complication is much 
less frequent today than formerly. It may be 
paralytic or mechanical. As the contents of the 
obstructed loops of bowel are very toxic, a jeju- 
nostomy is frequently advisable. 

After the operation, fluids should be given by 
mouth, if possible, as soon as the patient is awake, 
but if there is a contra-indication to giving them in 
this way, they may be administered by the drip 
method. The drip method is preferable to the inter- 
mittent administration of from 4 to 6 oz. every 
four to six hours. To overcome dehydration, fluid 
may be given intravenously and insulin sub- 
cutaneously. If acidosis is present, glucose should 
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be given intravenously and insulin subcutaneously. 
The patient should be allowed to rest and his diet 
and normal function restored as early as possible. 

BRYANT states that so far as convalescence is 
concerned there is little difference between medical 
and surgical conditions. It has been considered 
for many years that the average convalescent 
period following a surgical operation is about three 
weeks, but Bryant believes it is six weeks since, 
after the hospital stay, another three weeks is 
required to get the patient back to normal. He 
suggests that some arrangement might be made 
advantageously whereby patients leaving crowded 
city hospitals could be sent to a camp or con- 
valescent institution in the country where adequate 
services could be given during the second three- 
weeks period at a cost less than one-half the regular 
hospital rate and to better advantage. The value 
of such a procedure was shown by experience in the 
army. Patients receiving convalescent care in 
camps following their dismissal from the hospital 
were in much better physical and mental condition 
than those who re-entered military life immediately 
after their dismissal. The usual routine of rapidly 
discharging patients and returning them to service 
early necessitated the return to the hospital of from 
15 to 20 per cent. 

Co-operation between the medical attendant who 
refers the case and the surgeon who operates is 
necessary in order that there may be continuity of 
service. 

In order that the convalescent period may be as 
brief as possible the patient should be studied care- 
fully before the operation when circumstances will 
permit. Local infections should be sought for and, 
if possible, remedied. A system of nerve-muscle 
training through proper exercise is of advantage. 

It is advisable to watch the diet carefully during 
this pre-operative period, cutting down the protein 
and fat intake, increasing the fluids, and giving a 
normal amount of vitamines, greens, and starches. 
Adequate rest the night before the operation is 
imperative. The postoperative measures are also 
of importance. 

The pain following operation should be controlled 
with opiates, but the time that the opiates should be 
given must not be left to the judgment of the nurse. 
Nausea and vomiting should be combated by the 
administration of plain or soda water, carbonated 
drinks, or albumin water. 

A great deal depends.upon the nursing and other 
care given the first few days after the operation. 
Everything possible should be done to relieve the 
patient’s mind and promote his bodily comfort. 

Harotp M. Camp, M.D. 


Albano, G.: Hydrezmia in Certain Postoperative 
Syndromes (L’hydérmie dans quelques syndromes 
postoperatoires). J. d’urol. méd. et chir., 1926, xxi, 
145. 

Soon after patients get out of bed following opera- 
tions on the urinary tract the development of 


oedema is often noted in the evening. This may be 
limited to the region of the malleoli, but sometimes 
extends to the feet or legs. There may be also diur- 
nal oliguria and nocturnal polyuria. The patient is 
often alarmed by the symptoms, attributing them 
to kidney disease. 

The author was at first of the opinion that this 
syndrome occurred only after prostatectomy on 
elderly men, but he has seen it also after hysterec- 
tomy by the Wertheim method and has come to 
the conclusion that it is quite common after surgical 
operations in general. He believes that the kidneys 
have nothing to do with it. According to his theory, 
the aqueous part of the serum collects in the tissues 
during the day, and during the night is brought 
back and directed to the blood and kidneys by the 
recumbent position. 

To test this theory he examined two series of per- 
sons, one series of whom had been operated upon 
and the other series of whom were normal. Of the 
subjects who had been operated upon sixteen were 
treated for prostatism, three for calculus of the 
bladder, and one for cancer of the bladder, two 
had had a nephrectomy, one a nephrotomy, and 
two a Wertheim hysterectomy. Refractometric 
examinations of the blood were made during the 
day, just after the subject retired, and at mid- 
night after he had been lying down for four hours. 

The results showed that in the postoperative group 
there was a much higher percentage of cases with 
a difference of more than o.9 per cent between the 
day and the night hydramia and that the index 
had a very evident tendency to descend to below 
normal at night. The author believes that the latter 
tendency is due to a disturbance of the water 
equilibrium between the tissues and the blood 
which is of a physicochemical nature, but the cause 
of which is unknown. He intends to make a further 
study of the refractometric index in the nephrop- 
athies due to pregnancy and in true nephritis com- 
plicating pregnancy, determining the percentage of 
albumin in the oedematous fluid in the two condi- 
tions. Auprey G. Morcan, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Genner, V.: The Influence of Chemical Light 
Baths on the Bactericidal Processes in the 
Blood and the Serum. Acta radiol., 1926, v, 172. 


The observation of Colebrook, Eidinow, and Hill 
of a bactericidal optimum in rabbit serum two hours 
after ultraviolet light treatment of the animal led 
the author to investigate this matter in a series of 
experiments with certain modifications of technique 
different from those used by the investigators 
mentioned. In only a few isolated cases did the 
findings in any way tend to substantiate the theory 
of an increase in bactericidal power due to the action 
of light, and even in these the effect was not as 
pronounced as that reported and not constant even 
in the same animal. The author therefore concludes 
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that the effect is not due entirely to the action of light. 
In human serum no variations in the bactericidal 
power were observed. Even repeated light baths 
did not seem to produce any very lasting increase. 

In rabbit serum a very considerable increase in 
the bactericidal substances was observed to follow 
repeated experiments on the same animal, but 
undoubtedly this increase was due only to the 
repeated blood letting. 

Parallel experiments with, respectively, serum 
and defibrinated blood from the same rabbit seemed 
to show that the bactericidal effect of the serum is 
considerably stronger than that of the blood. 


Horsley, J. S., Jr.: The Intravenous Administration 
of Gentian Violet and Mercurochrome-220 
Soluble in the Treatment of Sepsis. Virginia 
M. Month., 1926, liii, 148. 

In experiments performed on normal dogs Horsley 
found that the intravenous injection of 1 per cent 
gentian violet or mercurochrome in doses up to 7 
mgm. per kilogram of body weight was not followed 
by any demonstrable pathological lesion. 

Of thirty-eight clinical cases in which a %- to 1- 
per cent solution of gentian violet was administered 


fifty-one times, decided improvement resulted in 
twenty-one. In sepsis due to Gram-positive staphy- 
lococci in which the lesions were accessible to the 
blood stream, the intravenous use of gentian violet 
in doses ranging from 3 to 7 mgm. per kilogram of 
body weight was often most beneficial. 

In doses ranging from 3 to 5 mgm. per kilogram 
of body weight, a 1 per cent aqueous solution of 
mercurochrome caused improvement in only four of 
twelve cases of sepsis. The most marked improve- 
ment was noted in cases of sepsis caused by Gram- 
negative organisms of the colon-bacillus group or 
by the gonococcus. When no reaction occurred there 
was usually no definite improvement. Nine moderate 
and two severe reactions occurred in this series of 
eighteen cases. 

Doses of less than 3 mgm. per kilogram of body 
weight of either of the dyes were of little value. 
Often several injections at intervals were necessary. 

The mode of action of these dyes is complex and 
as yet unexplained. Similar results followed in- 
creasing intramuscular injections of milk at intervals 
and may occur after powerful reactions caused by 
other than intravenous preparations. 

J. Frank Doucury, M.D. 
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MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Slye, M.: Some Misconceptions Regarding the 
Relation of Heredity to Cancer and Other 
Diseases: Studies in the Incidence and Inher- 
itability of Spontaneous Cancer in Mice— 
Twenty-Third Report. J. Am. M. Ass., 1926, 
Ixxxvi, 1599. 

The attempt to establish the relationship of 
heredity to disease is handicapped by preconceived 
ideas and prejudices not based on scientific facts. 
Trouble is caused also by widely divergent inter- 
pretations of terms used in this connection. Heredi- 
tary diseases are not contracted in utero. The term 
“congenital” is often misinterpreted or misused, 
frequently being considered synonymous’ with 
“hereditary.” Intra-uterine influences determine 
congenital conditions but have nothing to do with 
those that are hereditary. Although the question 
of inheritance is often considered in connection with 
certain diseases, there have been few adequate 
studies to prove or disprove the idea scientifically. 

The author includes in her article three graphs 
showing respectively how albinos can be derived by 
the classical method when neither parent nor any of 
the four grandparents were albino; how blue-eyed 
individuals are readily obtained when neither 
parent nor any of the four grandparents were blue 
eyed; and how cancerous individuals can be ob- 
tained by the classical method when neither parent 
nor any of the four grandparents had cancer. This 
was accomplished by mating a hybrid and a domi- 
nant type in both maternal and paternal grand- 
parents, and then mating the two hybrid types to 
produce the recessive type. The author’s studies on 
cancer date back to 1911. Previous to that time, 
nearly all studies on animal cancer were carried on 
through the use of grafted cancers. 

Reference is made to the work of Fibiger, Bullock 
and Curtis, and Yamagiwa which, according to the 
author, do not oppose the fact of cancer inheritance. 

Another obstacle preventing the establishment of 
the facts of cancer heredity is the idea that since 
human matings cannot be controlled similarly to 
those of laboratory animals, the demonstrated facts 
of heredity do not apply to the human species and 
may therefore be categorically dismissed. Valuable 
scientific data along this line might be obtained if it 
were possible to establish permanent records of 
periodical examinations of every living person and 
accurate autopsy findings of all of the dead of three 
generations. Such data would include matings of 
double cancerous parentage, double non-cancerous 
parentage, non-cancer with hybrid carrier, and can- 
cer with hybrid carrier. All animal experimentation 


in connection with the study of cancer should be 
made with carefully conducted biological controls. 

It is evident that a cancer-resistant mechanism is 
present in some members of every species. This is 
manifested by the fact that spontaneous cancers do 
not arise in every individual in the human family 
or among lower animals, even though they may 
live under the same conditions and are subjected to 
the same treatment. 

In conclusion, the author says “The scientific 
method of procedure for those who cannot accept 
the evolutionary evidence is not categorically to 
deny what they cannot disprove and what has 
indisputably been found true by many workers, but 
rather to begin the measures which inevitably must 
produce scientific data for the investigation of he- 
redity in man.” Harowp M. Camp, M.D. 


Warren, S. BR and Pearse, H. E.: The Repeated 
Inoculations of Animals with So-Called ‘*Can- 
cer Organisms.’’ Am. J. M. Sc., 1926, clxxi, 820. 


Two hundred and forty-one mice of a strain 
susceptible to mouse-cancer inoculations but in 
which spontaneous tumors were very rare were 
given at weekly intervals intracutaneous injections 
of either the micrococcus of Nuzum or diphtheroids 
and micrococci obtained from human breast can- 
cers. ‘The inoculations were continued until the 
animal died or for four months. At the end of four 
months only fifty mice remained alive. Most of the 
others had died of septicemia. The surviving fifty 
mice were observed for two months longer, or for 
a total of six months. 

Ulcerations of the skin which healed readily 
occurred with great regularity, but none of the 
animals except one which developed a spontaneous 
tumor of the liver showed any evidence of a neo- 
plastic growth. 

Four rabbits which received weekly injections of 
both diphtheroids and micrococci for from three to 
five months showed no signs of malignant disease at 
the end of six months. 

The authors conclude that there was no evidence 
that any of the organisms used play a prominent 
role in the etiology of cancer, but an indirect réle is 
possible. J. Frank Doucuty, M.D 


Lynch, K. M.: The Pathological Diagnosis of 
Cancer. South. M.J., 1926, xix, 284. 

Bloodgood, J. C.: The Prevention, Diagnosis, and 
Treatment of Cancer in Its Earliest Stages. 
South. M.J., 1926, xix, 287. 

Horsley, J. S.: Modern Tendencies in the Treat- 
ment of Cancer. South. M.J., 1926, xix, 292. 


Lyncu: ‘The diagnosis of a tumor should be 
arrived at by consultation between the surgeon and 
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the pathologist. It should not be made by the 
surgeon alone unless he is a qualified tissue pathol- 
ogist. A common erroneous belief is that the malig- 
nant cell has a characteristic appearance. If this 
were true there would be no reason to confuse 
inflammatory growths with neoplastic growths or 
benign tumors with malignant tumors. The most 
difficult phase of the problem lies in the borderline 
cases in which chronically inflamed tissue does or 
does not pass into neoplastic growth. Most cured 
sarcomata and cancers were only inflammatory 
growths in which the distortion of the structures was 
so pronounced as to lead to the mistake in diagnosis. 
[very section of a tumor should be carefully studied. 
Frequently the risk of a second operation is pref- 
erable to that attending a quick frozen-section 
diagnosis. 

‘The exact differentiation of types of malignancy is 
necessary not only for purposes of study, but 
immediately for purposes of treatment. The grad- 
ing of malignancy is at best anatomical but is of 
some value especially if the site of origin of the 
tumor is known. In biopsy, a suitable specimen 
must be obtained and all parts of the section care- 
fully examined. 

BLoopGoop: Cancer never begins in a healthy 
spot on the skin. The laity should be taught that 
such skin lesions as moles, warts, scaly areas, and 
ulcers are potentially dangerous and should be care- 
fully watched. If such areas do not heal, they should 
be excised with a sufficient margin with a knife or 
cautery. Biopsy is never necessary before operation 
unless the lesion is large and its complete removal 
would cause mutilation. Late cancer of the skin is 
an unnecessary disease due to ignorance and dirt. 

Causes of cancer of the mouth, lips, and tongue 
are tobacco irritation, dirty teeth, faulty dentures, 
and neglected pyorrhcea. Tobacco, the most im- 
portant cause, produces first a leucoplakia. Cancer 
of the oral cavity is a preventable disease and will 
disappear when the laity are taught to seek an 
examination the moment a sore spot on the lips, 
tongue, or cheeks is noticed. Various types of 
lesions of the mucous membranes of the mouth which 
are not cancer must be recognized and diagnosed. 
Lesions of the lips and anterior tongue are 
sasily treated surgically, even if a resection of the 
lymphatics is indicated. Lesions of the base of the 
tongue are more difficult to treat. In early cases, 
excision with a cautery is a safer procedure than 
radiation. Glandular resection is done as a routine 
only in cases of cancer of the lower lip. 

Cancer of the cervix may present no symptoms 
until the lesion has passed the stage of operability. 
The results can be favorable only when the condition 
is recognized early. There is still a difference of 
opinion as to whether radiation or hysterectomy 
gives the better final results. 

In cancer of the breast, early recognition and 
removal of tumors will improve the final results. 
At present, a cure is obtained in less than 1o per 
cent of the cases. 


In the stomach, the chances of overlooking a 
cancer of the right half of the organ in the operable 
and curative stage are very slight if a detailed 
examination is made, but a cancer in the cardiac 
half may produce no symptoms until it is inoperable. 

There has been a greater improvement in the 
results obtained in cancer of the colon than those 
obtained in cancer of the stomach. Cancers in the 
right colon come under observation later than those 
of the Jeft colon because the liquid contents of the 
right colon can pass through the neoplastic canal 
without blocking it while solid faces in the left 
colon are obstructed more easily. X-ray examina- 
tion of the colon has been of great value in revealing 
the early diagnosis. 

Cancer of the rectum and lower sigmoid can be 
felt and can also be seen by protoscopic examination. 
The technique of resection and anastomosis of the 
colon is a fairly uniform procedure. 

Horstry: Good end-results from operations for 
cancer depend upon a knowledge of the proper 
surgical technique and of the histological type and 
extent of the malignancy. 

Though Coley’s bacterial toxins seem to have 
cured a few cases of apparently hopeless sarcoma, 
the hypothesis that the cause of all cancer is bacterial 
has no foundation in fact. 

In recent years the prophylactic treatment of 
cancer has been greatly emphasized. Undoubtedly 
this will be beneficial in cancers occurring in regions 
of the body open to inspection. The removal of 
causes of irritation such as a sharp tooth and the 
excision of warts or moles, especially those which 
are deeply pigmented, serves to eliminate potential 
cancer. 

That a certain percentage of cancers of the 
stomach arise on a basis of apparently benign 
peptic ulcers seems generally conceded, but there is 
considerable divergence of opinion as to the per- 
centage of gastric cancers that so originate. Ex- 
cision of gastric ulcer is therefore a prophylactic 
treatment for cancer of the stomach. 

We must recognize that while cancer is originally 
local, and early excision will effect a cure in a large 
percentage of cases, the malignancy is sometimes 
so great that by the time the disease becomes 
evident any form of eradication is practically hope- 
less. Fortunately, cancers of the latter type consti- 
tute probably less than ro per cent of all cancers. 

Dissection with the thermal or electric cautery or 
immediate cauterization of the raw surfaces made by 
knife dissection is of great importance. The thermo- 
cautery or electric cautery not only destroys the 
malignant cells that lie in its course, but to some 
extent seals the lymphatics and small blood vessels 
that may later absorb any cancer cells left behind. 

The influence of irradiation by radium or roent- 
gen-ray upon cancerous growths is difficult to eval- 
uate. The majority of radiologists have found that 
while there are many limitations to this therapy, 
irradiation is of considerable value. No surgeon 
can accomplish the best work in the treatment of 
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malignancy unless in many instances he combines 
with the surgical technique the use of radium or 
the skillful application of roentgen-ray therapy 
by a competent radiologist. Radiology seems most 
successful in the cellular malignant tumors, such as 
lymphosarcoma, in which excision is futile. 

As normal tissue has an inhibiting influence upon 
basal-cell cancer, tissue from a distance has been 
applied over the raw surface left by the excision of 
an intractable basal cell cancer. Recently ten 
cases so treated were reported. In all of them the 
cancer was extensive and had resisted treatment. 
In several of them, operation and irradiation with 
radium and the roentgen-ray had been tried without 
avail. In five, there has been no recurrence. In 
those in which a recurrence developed, it never 
appeared in the flap or along its margin. It is 
possible that eventually the resistance of the flap 
to the cancer may break down, but so far, in all of 
these cases, it seems to hold back the neoplasm. 

Cyrit J. Giaspet, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Chievitz, O.: General Light Treatment in Surgical 
Tuberculosis. Acta. radiol., 1926, v, 143. 

Malstrom, V.: Some Experiences in Connection 
with Light Treatment in Cases of Surgical 
Tuberculosis. Acta radiol., 1926, v, 153. 


CuIEvITz reviews the indications which have 
been accepted at the Finsen Institute in Copenhagen 
for the treatment of surgical tuberculosis. As a 
rule the treatment is conservative and includes light 
baths, but in cases of tuberculosis of the knee in 
adults there is a tendency to advocate early re- 
section. 

MALsTROM states that in surgical tuberculosis he 
has employed light treatment combined with sana- 
torium care, surgical and orthopedic measures, and 
occasionally X-ray treatment. He gives a few case 


histories to show what may be accomplished by this 
combined procedure. 

During the early part of the treatment, signs of 
reaction are often noticed in the tuberculous foci. 
When this is the case, caution is necessary. Con- 
trary to a rather widespread belief, pulmonary 
tuberculosis and fever are not contra-indications to 
light treatment. Every case of tuberculosis should 
be given general treatment, including light treat- 
ment, but it should be left to the surgeon to deter- 
mine whether surgical and orthopedic measures are 
advisable in addition. 

In conclusion the author states that a scientific 
investigation of the action of the light bath is 
greatly to be desired. 


Siedamgrotzky: The Roentgen-Ray Treatment of 
Surgical Tuberculosis (Zur Roentgenbehandlung 
chirurgischer Tuberkulose). Arch. f. klin. Chir., 
1926, CXXXIX, I14. 

In the Charité, Berlin, considerably larger roent- 
gen-ray doses are employed in the treatment of 
lymphatic tuberculosis than in other institutions. 
However, in a small number of cases—those with 
persistent fistula—the use of small doses is necessary. 
The treatment is not confined to the small areas 
containing the diseased glands; all of the surround 
ing tissues are irradiated. 

Since April, 1926, about 600 cases have been 
treated. Of these, 85 per cent were cured, 14.5 per 
cent greatly improved, and o.5 per cent uninfluenced. 
In contrast to the large number of cases of lymphatic 
tuberculosis, only 130 cases of other types of surgical 
tuberculosis were treated with the roentgen ray. 

Roentgen-ray treatment is the treatment of 
choice for spina ventosa as well as for all postopera- 
tive tuberculous fistula. In tuberculosis of small 
cancellous bones and small joints, roentgen-ray 
irradiation is of great aid in combating the disease. 
Tuberculosis of the larger joints is in general unsuited 
to roentgen treatment. VALENTIN (Z). 
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